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Organic Phosphate Savcstictdee ‘Poisoning 


By Drs. Lee Ehrlich*, Paul B. Jarrett, R. J. M. Zeluff 
Phoenix, Arizona 


a ARIZONA the increasing employment of 
the organic phosphoric esters insecticides in 
agriculture, with the potential hazard of ac- 
cidental poisoning, poses a serious problem. 
Intoxication with these preparations has been 
limited almost exclusively to personnel in direct 
contact with the material, e.g. mixers and spray- 
ers in the field. (3) (4) However, airplane dis- 
asters involving pilots engaged in spraying crops 
have also been reported, (6) and occasionally 
children have absorbed these substances by 
inhalation, ingestion, or from skin contact.(5) 
It is deemed worthwhile, therefore, to review 
the symptomatology, physical signs, and therapy 
of phosphate insecticide poisoning, and to re- 
port a recent fatality. 

A commonly employed, and one of the more 
poisonous organic phosphorus insecticides is 
parathion (P-nitrophenyl diethyl thiophosphate) 
which is relatively non-volatile, insoluble in 
water,(1) and is oxidized in vivo to its active 
anticholinesterase analogue, paraoxon. The pres- 
ence of this latter property is responsible for 
the delay between absorption and the onset of 
symptomatology as indicated below.(7) 

Absorption in lethal doses may occur through 
any portal — skin, ingestion, or inhalation as 
in aerosol preparation. The pathogenesis of 
organic phosphorus insecticide poisoning de- 


®Temporary Address: Cardiac Laboratory, 
eral Hospital, Boston, Massachusetts. 


Massachusetts Gen- 


pends on their selective inhibition of cholin- 
esterase,(8) the hydrolyzing enzyme responsible 
for maintaining proper concentrations of acetyl- 
choline to mediate nerve impulses in the auto- 
nomic ganglia, central nervous system and at 
the parasympathetic and neuromuscular end 
organs. It is important to note that exposure 
doses are cumulative, and that frequent small 
doses are additive.(2) 

The onset is frequently characterized by 
nausea, headache, and giddiness, followed by 
increased severity one to two hours later: and 
as manifested by adbominal cramping, vomit- 
ing, and diarrhea. This is associated with spon- 
taneous muscular fasciculations followed by dis- 
orientation, ataxia, dysarthria, involuntary flail- 
ing movements of the extremities, and con- 
vulsions. Profuse diaphoresis is noted along with 
tachypnea and stertorous respirations as secre- 
tions from the serous and mucous glands of the 
respiratory tract accumulate. These symptoms 
are followed by cyanosis, coma, and apnea re- 
sulting from paralysis of the respiratory center 
and of the thoracic and diaphragmatic muscula- 
ture. Death ultimately results from anoxia, lead- 
ing to circulatory collapse. Overt atrio-ventricu- 
Jar block has been described in the experimental 
animal but never in the human.(1) 


CASE REPORT: I. M., a 16-year white male 
had first assumed work employing a parathion 
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solution for aerial spray application, two days 
prior to hospital admission. On the day before 
admission, an undetermined amount of 95% 
parathion concentrate was accidentally spilled 
onto his trousers. He was immediately immersed 
in a nearby pond without removing his clothes 
and subsequently continued to work. The next 
afternoon while wearing the same trousers, he 
complained of weakness, giddiness and excessive 
perspiration and was immediately taken to the 
emergency room of a Phoenix hospital. The ex- 
tent of any subsequent exposure to parathion 
is not known. 


Initial examination disclosed a state of 
lethargy, confusion, marked diaphoresis, con- 
stricted pupils, excessive salivation, and spon- 
taneous generalized fibrillation of the skeletal 
muscles. The blood pressure was 190 systolic, 
100 diastolic; the pulse rate was 120. Within an 
hour, a total of 6 mg. of atropine sulphate was 
administered intravenously in divided doses, 
along with supportive intravenous therapy and 
oxygen. The skin was thoroughly cleansed. 


His condition initially improved and then, 
despite therapy, suddenly deteriorated with the 
development of continuous convulsions, hyper- 
thermia (107°), apnea, deep cyanosis, profuse 
diarrhea and coma. Endotracheal intubation was 
immediately performed and intermittent positive 
pressure oxygen therapy instituted. The body 
temperature was promptly reduced to 102° F. 
with ice packs. In spite of continuation of 
atropine in doses of 2 mg. to 3 mg. at frequent 
intervals, the convulsions continued and the 
pupils remained constricted. However, with 6 
mg. D-curare intravenously every 20-30 minutes 
as required, the convulsions were well-controlled. 
A tracheostomy was performed to insure a 
patient airway, and the patient was transferred 
to a Drinker respirator. A total of 40.92 mg. of 
atropine was administered during the ensuing 
15 hours. He exhibited temporary resumption 
of spontaneous respiration but did not regain 
consciousness. Pulmonary edema developed fol- 
lowed by hypotension which responded to digi- 
talization and nor-epinephrine. His course pro- 
gressively deteriorated however, and he expired 
without ever regaining consciousness eight days 
after admission. 


Erthrocytic cholinesterase activity on the third 
day revealed 41% activity with a plasma level of 
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40%. Autopsy examination was not remarkable 
except for anticipated alterations as a result of 


hypoxia. 
THERAPY 


1. Adequate, immediate and constant atropini- 
zation is the keynote of therapy, keeping in mind 
that these patients possess an increased tolerance 
to atropine. In a series of 41 patients with 23 
recoveries, all of whom had absorbed lethal 
doses as reported by Freeman and Epstein,(9) 
survivors had received atropine initially in an 
average time of one hour, twenty minutes after 
onset, whereas the average interval was three 
hours in the fatal cases. In addition, the sur- 
vivors had received approximately four times 
the dosage of atropine (average in excess of 
3 mg.) during the first five hours. Consequently, 
atropine 2 mg. intravenously should be ad- 
ministered immediately if cyanosis is not present, 
and repeated at five-minute intervals until 
atropinization is accomplished as manifested 
by dry warm skin and tachycardia. The effects 
of intravenous atropine are noted in one-to-four 
minutes with maximum effect at eight minutes. 
As much as 40 mg. in twenty-four hours has 
been previously reported without clinical evi- 
dence of atropinization. The state of atropiniza- 
tion should be maintained for twenty-four hours 
in mild cases, and preferably for forty-eight 
hours in severe cases. 


2. Morphine sulphate and aminophyllin are 
definitely contraindicated, and should never be 
administered. 


3. Respiratory resuscitation: _Irreversible 
changes in the central nervous system or death 
may occur from failure to prevent hypoxia and 
accumulation of carbon dioxide. Of primary 
importance to adequate respiration is the estab- 
lishment and maintenance of a patent airway. 
If the individual has insufficient respiration, 
despite an unobstructed airway, then breathing 
must be assisted or controlled to insure normal 
ventilation. Manual methods of artificial respira- 
tion may be necessary until more refined tech- 
niques are available. The method of Holger- 
Nielsen is probably the most universally ac- 
ceptable.(10) Breathing may be assisted for short 
periods with a face mask and anesthesic bag. 
The standard method for treating patients with 
prolonged, severe respiratory insufficiency is 
with the tank or Drinker-type respirator. How- 
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ever, if this method is employed, it is imperative 
to prevent obstruction to the airway. Even 
partial obstruction, which may occur with ac- 
cumulated secretions, may lead to pulmonary 
edema. There should be no hesitancy to perform 
a tracheostomy if the situation warrants. 


Respiration must be supported as long as it 
is inadequate. It is universally agreed that 
oxygen is the agent to use in performing arti- 
ficial respiration. Most workers also agree that 
carbon dioxide has no therapeutic value in 
resuscitation generally.(11) 


4. If indicated, decontaminate the skin with 
soap and water, or gavage the stomach with 
sodium bicarbonate or other mild alkali. 


5. Intravenous fluids as indicated particu- 
larly in presence of diaphoresis, diarrhea and 
vomiting should be administered, exercising care 
to avoid pulmonary edema. Suggestions to com- 
pletely restrict fluids, thus producing dehydra- 
tion and viscid bronchial secretions, are not 


physiologic in our opinion and are unwarranted. * 


ARIZONA MEDICINE 


271 


BIBLIOGRAPHY 


1. DuBois, K. P. and Coon, J. M. Toxicology of organic 
phosphorus insecticides to mammals. Arch Indust. 
Hy. 6:9, 1952. 

2. Rohwer, S. A. and Haller, H. L. Pharmacology and toxi- 
cology of certain organic phosphorus insecticides: general descrip- 
tion of their activity and usefulness. J.A.M.A. 144:104, 1950. 


8. Grob, D., Garlick, W. L. and Harvey, A. M. Toxic effects 
in man of anticholinesterase insecticide a (P-nitrophenyl 
oan thionophosphate) Bull. Johns Hopkins Hosp. 87:106, 
1 


4. Hamblin, D. O. and Marchand, J. F. Parathion poisoning, 
Am. Pract. and Digest Treat. 2:1, 1951. 


5. Chamberlin, H. R. and Cooke, R. E. Organic 
insecticide poisoning: report of two cases due to para‘ 
recovery in one. Am. J. Dis. Child, 85:164, 1953. 


6. Sumerford, W. T., Hayes, W. J. Jr., Johnston, J. M., 
Walker, W. and Spillane, J. Cholinesterase response and sympto- 
matology from exposure to organic phosphorus insecticides, Arch. 
Indust. Hyg. 7:383, 1953. 


7. Aldridge, W. N. and Davidson, A. N. Inhibition of 
erythrocyte cholinesterase by the tri-esters of phosphoric acid: 
diethyl-P-notrophenyl phosphate (E 600) and analogues. J. Bio- 
chem. 51:62, 1952. 


8. Conroe, J. H. Jr., Todd, J. 
of di-isopropyl fluorophosphate 
Exper. Therap. 87:281, 1946. 





hosphate 
ion with 


and Koelle, G. B. Pharmacology 
in man. J. Pharmacol. and 


9. Freeman, G. and Epstein, M. A. Therapeutic factors in 
survival after lethal cholinesterase inhibition by phosphorus in- 
secticides. New England. J. Med. 253:266, 1953. 


10. Council on Physical Medicine and Rehabilitation Report 
Back-Pressure-Arm Lift Method for Administering Artificial 
Respiration Recommended. J.A.M.A. 147, 1454, (Dec. 8) 1951. 


11. Council on Physical Medicine and American Red Cross 
Joint Statement. Resuscitation J.A.M.A. 138, 23, 1948. 





CANCER STRIKES 


in 


STRIKE 
BACK 


GIVE 


3 > 


a > 











ARIZONA MEDICINE 


May, 1957 


dhsdivaten ie nosis © Phos hate Cesiter 
fl a P ; 
Guncitictbe ‘Poisoning 


By Maurice Rosenthal, M.D. 
Phoenix, Arizona 


LABORATORY DIAGNOSIS 


\ INCE THE clinical course of severe poison- 
ing is rapid, it is essential that the diagnosis 
of phosphate-ester poisoning be made at the 
earliest possible moment, if treatment is to be 
effective. There is little difference between the 
clinical picture resulting from the several com- 
pounds of phosphate-ester poisoning and the 
treatment is the same. 


Autopsy examination of many species of ani- 
mals exposed to lethal, toxic and/or non-sympto- 
matic doses either once or repeatedly over pro- 
longed periods by any route of exposure has nev- 
er shown any tissue damage typical to the phos- 
phate-ester compound. In humans there have 
been no significant gross or histologic changes 
found in the tissues except cerebral and pul- 
monary edema. However, secondary changes 
due to anoxia, such as petechial hemorrhages 
of the brain, pleural surfaces of the lungs, and 
epicardial surface of the heart may be en- 
countered in delayed death. A complicating 
bronchopneumonia may also occur. Furthermore, 
the only significant laboratory finding is cho- 
linesterase inhibition. In phosphate-ester insecti- 
cides, such as parathion, malathion, and thimet 
poisoning, the cholinesterase level of the blood 
and serum has been shown to be greatly re- 
duced. At post mortem examination, the same 
may be demonstrated for the cholinesterase level 
of the brain or other tissues provided fresh 
unfixed tissues are employed. 


The mean cholinesterase values of normal per- 
sons living without exposure to organic phos- 
phorous insecticides have been found by various 
workers to be: red blood cell 0.67 to 0.86 pH 
units/hour; and plasma 0.70 to 0.97 pH 
units/ hour. Using the normals originally pub- 
lished by Michel of pH 0.703 for plasma and 
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0.753 for red cells, normal ranges for unex- 
posed individuals are 60 to 250% in plasma 
and 80 to 120% in red cells. However it is 
noteworthy that the normal levels for any given 
individual remain quite constant from day to 
day and month to month. There is a great 
deal of variation between individuals in normal 
levels of activity in both plasma and red cells, 
and this variation is particularly great in plasma. 


Most laboratories report cholinesterase activity 
as a percentage of normal. Such a report is 
readily understood and less confusing than a 
report which expresses the result in terms of 
the units of measurement, since the latter differ 
with the various methods. This practice has 
the further advantage of permitting comparison 
of results from different laboratories. However, 
each report should clearly state the method of 
determination and, in the case of the electro- 
metric method, the normal values for the par- 
ticular laboratory. 


Measurement of esterase activity may be per- 
formed by any one of a variety of methods. 
Most methods in common use today are based 
upon the principle of measuring, directly or 
indirectly, the amount of acetic acid liberated 
by a known quantity of blood or tissue from 
a system to which excess of acetylcholine has 
been added. The various methods fall into three 


‘general groups, namely titrimetric, manometric 


and colorimetric. The titrimetric methods may 
employ either an indicator or a potentiometer 
to measure the decrease in pH of a system 
caused by the acetic acid liberated from ace- 
tylcholine. The Michel electrometric technique 
is the prototype of this type of test. The mano- 
metric procedure measures the COs» liberated 
from a buffer system containing bicarbonate by 
the acetic acid formed by the hydrolysis of 
acetylcholine by the action of the enzyme. The 
colorimetric method depends upon measurement 
of residual acetylcholine by determining colori- 
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metrically the amount of hydroxamic acid 
formed from the interaction of acetylcholine 
and hydroxylamine. The colorimetric test is 
possibly somewhat less accurate than the electro- 
metric and manometric methods. Most investi- 
gators use either the manometric or the Michel 
electrometric technique and for routine use the 
latter has been found to be more practical on 
the basis of simplicity and brevity consistent 
with a satisfactory degree of accuracy. 


Further, it is quite important that plasma and 
red cell activity be determined separately. Red 
cell cholinesterase is specific for acetylcholine 
and hence reflects with fair accuracy the state 
of the nervous system enzyme. On the other 
hand, the plasma enzyme is nonspecific and has 
no functional relationship to the nervous system 
enzyme and therefore does not necessarily re- 
flect the activity of the nervous system enzyme. 
Furthermore, the plasma enzyme is inhibited 
by a wide range of chemical substances, as well 
as in certain morbid states such as hepatic in- 
sufficiency, and which has no effect on the red 
cell or neural enzyme, so that it is quite pos- 
sible, in the absence of phosphate-ester exposure, 
to encounter a low plasma and normal red cell 
level. In such a case, if the whole blood has 
been tested, the combined values from plasma 
and red cells would in this instance be ab- 
normally low, thereby erroneously pointing to 
parathion poisoning. On the other hand, it is 
useful to test the plasma enzyme, for it is 
more sensitive to parathion than the red cell 
enzyme and, therefore, will fall earlier (and 
also return to normal earlier). 


The great advantage of a _ pre-exposure 
measurement of cholinesterase activity is of 
utmost importance and quite obvious. If the 
patient has had previous tests performed so 
that his normal or baseline level of activity is 
known, then any significant deviation from this 
level in both plasma and red cells may be 
regarded as a positive test. If the case is one 
of acute poisoning, there will usually be no 
doubt, for symptoms rarely appear until both 
plasma and red cell levels fall below 50%. Diffi- 
culties in interpretation arise when an individual 
has had one or more minimal exposures and 
his own normal level is not known. 


When the pre-exposure level is unknown, a 
presumptive diagnosis may be made if both 


ARIZONA MEDICINE 


273 


plasma and red cell levels are below an arbi- 
trary level of 75% or if serial measurements 
taken at intervals of a few days during con- 
tinuing possible exposure reveal declining ac- 
tivities. 


PREVENTION OR PROPHYLACTIC 


Phosphate-ester insecticide (such as parathion 
or malathion) poisoning can be prevented if 
the recommendations for safe handling that 
are published by manufacturers, formulators 
and governmental agencies are followed strictly. 
Furthermore, one of the most important aspects 
of the prevention of accidents is the routine, 
periodic determination of cholinesterase levels 
in plasma and red cells. If workers who are 
handling parathion, or functionally related sub- 
stances, show declining levels of activity, they 
should be removed from further contact until 
these levels are returned to normal. 


INSTRUCTIONS FOR COLLECTING, 
PREPARING AND SHIPPING BLOOD 
SAMPLES FOR CHOLINESTERASE 
DETERMINATIONS 


5 cc of blood is collected by venipuncture. 
Heparin (one drop) is the anticoagulant of 
choice. Sodium citrate may be used if heparin 
is unavailable. In either case the minimal amount 
that will prevent coagulation should be used. 
The cells and plasma should be separated if 
possible, and shipped in separate tubes. How- 
ever, whole heparinized blood may be sent to 
the laboratory. Hemolysis is to be avoided. 


The samples must be refrigerated during 
shipment. Two methods of accomplishing this 
are suggested: 


(1) The samples, in small tubes (preferably 
plastic) are securely stoppered, are placed in 
a small plastic bag. The air is expressed from 
the bag, and the bag closed with a rubber band 
and placed in a thermos bottle with several 
ice cubes. This may then be packed in a 
carton for shipment. 


(2) A “refreezant” of the type sold by sport- 
ing good stores for keeping picnic lunches and 
drinks cold may be used. (These require freez- 
ing in the deep freezer or ice cube compartment 
for 24 hours prior to use.) In this case, the 
tubes should be isolated from the refreezant by 
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a layer of cotton in packing for shipment. Dry 
ice must never be used. 


The fastest means of transportation should be 
employed. 


SUMMARY 


(1) Cholinesterase inhibition is the only sig- 
nificant laboratory finding. No important nor 
characteristic morphologic changes are found in 
the parenchymatous organs of the body except 
pulmonary and cerebral edema or secondary 
changes due to anoxia. Depression of cholin- 
esterase activity of both plasma and erythrocytes 
precedes the onset of signs and symptoms and 
is invariably associated with this condition. 


(2) Unequivocal inhibition of red cell cholin- 
esterase must be demonstrated to justify a de- 
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finitive diagnosis, and a diagnosis that is made 
in the absence of depressed cholinesterase levels 
is open to grave doubt. 


(3) The value of pre-exposure cholinesterase 
levels of workers handling phosphate-ester in- 
secticides for the prevention of poisoning can- 
not be overestimated. 
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A Brief Summary Of ‘Fae PF retait 
Therapy Of Collagen a Moonees 


By Harry E. Thompson, M.D., F.A.C.P., and Harold J. Rowe, M.D. 
Tucson, Arizona 


Aurnovcn excellent reviews of the recent 
progress in the treatment of collagen disorders 
have appeared(1) (2), it is thought that a brief 
summary is indicated since an increasing num- 
ber of cases of collagen disease has been ap- 
pearing in the Southwestern United States. 


The disorders included in the classification 
of collagen disease are Systemic Lupus Erythe- 
matosus, Polyarteritis (Periarteritis _Nodosa), 
Scleroderma, and Dermatomyositis. All of these 
exhibit pathologic changes in the intracellular 
substance, or collagen, and also in the fibro- 
blasts, elastic fibers, and reticulum. Microscopic 
changes may be those of inflammation, pro- 
liferation, or degeneration. 


The most frequently seen of the group is 
Systemic Lupus Erthyematosus. The cause of 
this disorder is unknown. While no definite 
cure has yet been discovered, the acute exacer- 
bations which occur may often be suppressed 
and long remissions produced by judicious 
therapy. We have observed a case of sixteen 
years duration and cases of five and ten years 
duration are under observation at present. 


Good nutrition, avoidance of undue exposure 
to sunlight in those cases with sensitive skin 
(most of our cases in this area show no ill 
effects from the predominately sunny climate), 
protecting the patient from exposure to bacterial 
and viral infections if they are present in the 
immediate environment, transfusions if the pa- 
tient becomes anemic (under 12.0 grams hemo- 
globin, or 4,000,000 erthyocytes), and adreno- 
cortical steroids or anterior pituitary corticotropic 
hormone (hereafter referred to as ACTH) 
therapy all help to suppress the acute stage and 
may induce a remission. 


In the acute stage, Prednisone or Prednisolone 
in the doses of 20-40 mgms. in divided doses 
over a period of twenty-four hours may be 
necessary, or ACTH intravenously in doses of 
10-30 units in 5% glucose in water given slowly 
over a period of four hours may be used to 
effect a rapid suppression. Long acting ACTH 
in doses of 40-80 units in twenty-four hours may 
be used, but its action is slower than when given 
by the intravenous route. In the chronic cases, 
smaller doses of Prednisone or Prednisolone such 
as 5-10 mgms. given in divided doses in twenty- 
four hours, or long acting ACTH 20-40 units 
daily, or two to three times weekly, may be 
adequate. It has been our experience that many 
patients can do well without these steroids 
when in a remission, and they may be resumed 
if and when an exacerbation occurs. Antibiotics 
for bacterial or viral infections in these patients 
should be used with caution since many patients 
are hypersensitive to drugs. Sulfadiazine or any 
of the sulfonamide mixtures should probably 
not be used for this reason. If an infection should 
occur, a more rapid recovery is obtained if 
the antibiotics and adrenocortical steroids are 
used concomitantly. Antimalarial drugs such as 
Chloriquine and Mepacrine have been used in 
Systemic Lupus Erythematosus by several in- 
vestigators. Antihistamine drugs have been tried 
but the results have been discouraging. 


Polyarteritis (Periarteritis Nodosa) is another 
member of this group for which no cure is 
known. If any sensitizing antigen such as drugs, 
particularly sufonamides, bacterial infection, or 
other antigenic substance is suspected, it should 
be eliminated. Good general care and nutrition 
are essential. Antihistaminic drugs seem to be 
helpful in some cases. Transfusions may be 
necessary to correct anemia if present. Adreno- 
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cortical steroids and ACTH may be used as 
discussed in Systemic Lupus Erythematosus and 
may be very beneficial, but unfortunately, the 
results are usually temporary. Sympathectomy 
for the hypertension that may accompany this 
disorder is helpful in selected cases. 


Systemic Scleroderma, the next member of 
the group, may present itself as an acute ful- 
minating process with fever, malaise, arthralgia 
and vasomotor changes resembling Raynaud's 
Disease. Fibrotic changes may rapidly affect the 
lungs, kidneys, gastrointestinal tract, or cardio- 
vascular system. Immediate suppression of these 
changes should be attempted with the larger 
doses of adrenocortical steroids, or ACTH in- 
travenously in an effort to induce a remission, 
but very often this is unsuccessful. Most cases 
of scleroderma progress in a slow, chronic 
fashion with exacerbations and remissions mak- 
ing the results of drug therapy difficult to 
evaluate. Adequate supportive therapy is es- 
sential and the smaller doses of adrenocortical 
steroids or ACTH may be tried as in Systemic 
Lupus Erythematosus. Physiotherapy and ex- 
ercise should be used to prevent deformities, 
and maintain muscle function. Definitive treat- 
ment may be necessary for involvement of in- 
dividual body systems such as in congestive 
heart failure, pulmonary fibrosis, or esophageal 


atrophy that may occur. 


The least frequent of the group is Derma- 
tomyositis. The exact etiology is unknown, and 
treatment is symptomatic. Some cases seem to 
be associated with neoplasm and the dermato- 
myositic symptoms may subside with the re- 
moval of the malignant lesion. Treatment con- 
sists of good nutrition, physical therapy to pre- 
vent muscle and joint deformities, and adreno- 
cortical or ACTH therapy in an attempt to 


suppress the severity of the process. 


Two other entities, which are sometimes 
grouped with the collagen group, are Rheuma- 


toid Arthritis and Rheumatic Fever. 


In Rheumatoid Arthritis reliance should be 
placed on basic therapy consisting of good nu- 
trition, adequate rest, specific muscle exercises, 
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salicylates and gold salts.(3) Small maintenance 
or optimal doses of Prednisone or Prenosolone, 
such as 5-10 mgms. given in divided doses daily, 
or long acting ACTH, 20-40 units two to three 
times weekly may be used to aid in suppressing 
the disease. Smaller doses of steroid help mini- 
mize the side effects of these drugs. The adreno- 
cortical steroids and ACTH should be discon- 
tinued during a remission if possible.(4) 


In Rheumatic Fever, it is agreed that the 
eradication of the Beta Hemolytic Streptococci 
by the use of penicillin (or other antibiotics if 
the patient is penicillin sensitive) is necessary. 
Rest and salicylates are indicated in all cases. 
In the severly ill patient, large doses of Predni- 
sone, Prednisolone, or ACTH may be necessary 
to suppress the hyperthermia and minimize the 
undesirable effects of these steroids, i.e., salt 
retention, edema, hypertension, and gastritis. 
Daily prophylaxis and antibiotics should be in- 
stituted to prevent further Beta Hemolytic Strep- 
tococci infection and should be continued in- 
definitely. 


If long term therapy is necessary with adreno- 
cortical steroids in either Rheumatic Fever or 
Rheumatoid Arthritis, some investigators(1) have 
recommended that long acting ACTH be given 
in doses of 40-160 units daily for ten days every 
four to six months. If symptoms of adreno- 
pituitary suppression persist in spite of low 
maintenance dosage and corticotropin adminis- 
tration, gradual discontinuance of the steroids 
may be necessary. 


SUMMARY 


In summary it may be stated that while no 
definite curative therapy for this group of dis- 
orders of the connective tissue is known, sup- 
portive aid can be offered in each case to greatly 
improve the prognosis. 
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A NEW LOW pH 2.0 TO 2.5 VAGINAL AND CERVICAL 
POWDER AND JELLY* 


A Newly Discovered Very Low pH Without Burning Vagina. 


By Karl John Karnaky, B.A., M.D. 
Houston, Texas 


Tescotonatesas vaginalis, Monilia albicans 
and non-specific vaginal micro-organisms are 
becoming or have already become “chemical 
fast” to most vaginal and cervical medications 
which have been used for 5 or more, consecutive 
years. This is being observed by more and more 
physicians as the years pass. It is believed that 
Trichomonas vaginalis will usually become re- 
sistant to a medication in 2 to 5 years. The 
author now sees Trichomonads swimming 
around in medications in the vagina which he 
helped to develop and which was a very effi- 
cient vaginal and cervical preparation 5 to 10 
years ago. 


Newer discoveries about hydrogen ion con- 
centration (pH), fungicides, trichomonacides, 
bacteriacides, buffers, spreading agents and acids 
has helped in improving the treatment of vaginal 
and cervical infections. 


The addition of an acid to vaginal and cervical 
medications used previously was of no value 
since these preparations were not buffered. With 
the newer knowledge that vaginal and cervical 
secretions are also very highly buffered, in fact, 
vaginal secretions are one of the most highly 
buffered secretions of the body, newer know- 
ledge has shown that if a medication is added 
to this highly buffered vaginal and cervical 
secretion it had to be even more highly buffered. 
With the present knowledge of chemistry (buf- 
fers), the pH (acidity) of the vagina can be main- 
tained at almost any desired level. Also the newer 
knowledge of “spreading agents” has also aided 
very much in improving new vaginal and cer- 
vical medication. 


Most medications used previously could not 
reach the vaginal epithelium surface due to 
the presence of a “moist layer.” The new 
“spreading agents” not only destroy the micro- 
organisms by “electrocuting them”, but carry 


*From the Obstetrical and Gynecological Leucorrhea Clinic, 
Research Division, Houston, Texas. 


the new medication down to the vaginal 
epithelial surface and into the areas between 
the folds or rugae in the vagina. 


Twenty years ago, the author contributed the 
first of his papers on vaginal and cervical 
infections. At that time, there were very few 
papers in the literature on leucorrhea, fewer 
on Trichomonas vaginalis, still fewer on Monilia 
albicans, and even fewer still on non-specific 
infections of the vagina and cervix. 


Since then he has concentrated more or less 
on the study of these conditions and the 
organisms which cause them. In the ensuing 
years, a total of approximately 30 papers have 
borne his name, and more than 50 scientific 
exhibits on this subject have been presented 
throughout the United States. 


Quite naturally during this period, the author 
became acquainted with scores of preparations 
for the treatment of Trichomonas vaginalis 
vaginitis, Monilia albicans infection and other 
pathological conditions of the vagina and cervix, 
as well as designed compounds to treat these 
infections. During this period, the author also 
became familiar with various methods of treat- 
ment (technique) and developed several of his 
own therapeutic formulas and his own tech- 
niques of treatment. In retrospect it was found 
that each compound used, was, in some respects, 
a little more effective than the preceding one 
and that each change in his own technique was 
that much more efficient. 


One of the most important findings in this 
leucorrhea study was the Trichomonas vaginalis, 
Monilia albicans and other vaginal micro- organ- 
isms are becoming or have become “chemical 
fast” to vaginal and cervical medications pre- 
viously used. These pathogenic vaginal and 
cervical micro-organisms have developed or are 
developing a resistance to most previous vaginal 
and cervical medications. The first vaginal and 
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cervical preparations worked out by the author 
5 to 15 years ago, no longer are the efficient 
medications that they used to be. This drug no 
longer destroys the protozoan, fungi and other 
abnormal pathogenic vaginal micro-organisms 
like it did. They have developed a sesistance 
to these medications and now actually swim 
around in the medication when these drugs are 
placed in the vagina. One can see why a new 
and more efficient vaginal and cervical prepara- 
tion is needed — a preparation to which these 
organisms have not become “chemical fast”. 
This has been done in a new buffered, adhesive, 
new low pH (acidic) carbohydrated vaginal and 
cervical powder and jelly. 


Vaginal and cervical micro-organisms want to 
live just as we do. There is a world struggle, 
a Hot War, between pathogenic micro-organ- 
isms and vaginal and cervical medication. In 
most cases, after a certain lapse of time, the 
micro-organism wins. 


This knowledge of leucorrhea during the 
past 20 years, has been based upon sound, 
scientific research. Thousands of “electrical” and 
“electronic pH” determinations, glycogen de- 
terminations of vaginal secretions and in vaginal 
epithelium have been done in the author’s own 
laboratory; and more than 3000 clinical patients 
have been treated in the City County Hospital 
(Jefferson Davis) and in the author's own 
leucorrhea research clinic, more than 2000 pri- 
vate patients have been treated by the author. 
From this mass of scientific evidence over 20 
years of continuous study on leucorrheas, the 
author has now discovered a new chemical 
method whereby one can now make the pH of 
the vagina to be pH 2.0 to 2.5, without this very 
low pH acidity burning the patient's vagina 
and perineum. Also discovered are new ad- 
hesives that cause vaginal and cervical medica- 
tions to stick and remain stuck in the vagina 
thereby eliminating the leakage and messiness 
of previous medications used in the vagina and 
on the cervix. No vaginal pack or external pads 
are now necessary. 


The “new low pH powder and jelly” contains 
the following: 


BUFFERS — Total 2.75% 
Potassium Bi-hydrogen tartrate 
Potassium aluminum sulfate 
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THREE ACIDS — Total 2.75% 
Citric acid, Boric, Di-hydro-succinic acid 


WETTING AND DETERGENT AGENTS — 
Total 8.75% 
Oxides of Iron, Aluminum, silica, and mag- 
nesium 
Potassium aluminum sulfate 


DODERLEIN BACILLI MEDIA — Total 85.5% 
(Normal vaginal micro-organism food) 
Dextros 
Complex carbohydrates 


FILLER, ADHESIVE AND BINDER -— Total 
0.25% 
Hydrous aluminum silicate 


In plastic squeeze powder blower — approx. 
5 ounces. pH 2.0 to 2.5 without burning vagina 
and perineum. Non-allergic and non-toxic. Will 
not leak or run out of vagina. Non-messy. Non- 
odorous. 


INSTRUCTIONS 


AT OFFICE: The physician may use “New 
Low pH Powder” in his office by using a 
speculum to open the vaginal vault, and by 
pressing on the sides of the plastic bottle, the 
new low pH (2.0 to 2.5) powder will be blown 
ali the way back into and over the entire 
vaginal walls. The vagina is filled %4 full. As 
the speculum is being removed from the vagina, 
a large cotton plug is held with a uterine dress- 
ing forcep in the speculum, at the introitus, 
wiping off the excess and loose low pH powder 
from the posterior blade of the speculum, as 
the speculum is being withdrawn from the 
vagina. The powder in the vagina is pushed back 
and deeper (packing the powder) into the vagina 
with the cotton plug on the uterine dressing 
forceps. The excess and loose pH powder re- 
maining on the cotton plug is wiped, dusted 
and rubbed over the perineum and public hairs 
and between the lips of the vagina. 


NO VAGINAL OR INTROITAL PACK OR 
PACKS OR EXTERNAL PAD IS NECESSARY 
SINCE THIS NEW LOW pH POWDER AD- 
HERES TO THE VAGINAL WALLS SO WELL 
THAT IT WILL NOT RUN OUT OF THE 
VAGINA ONTO THE PERINEUM AND INTO 
THE PUBIC HAIRS, THEREBY ELIMINAT- 
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ING THE MESSINESS OF MOST PREVIOUS 
MEDICATIONS. 


This new pH powder will remain within the 
vaginal vault and on the vaginal walls for 
4 to 7 days. It is very soluble in vaginal fluids 
and warm water so it is easily douched out with 
an acid douche. The physician blows the new 
low pH powder into the vagina every 4 to 7 
days for 3 to 6 treatments. 


AT HOME 


After office treatments are finished the patient 
blows in the powder every 2 to 5 days for years. 
By blowing this very low pH powder into 
the vagina every 2 to 5 days, the physico- 
chemical (normal physiology) properties are kept 
normal and no pathogenic micro-organisms can 
live or grow. At the very low pH of 2.0 to 2.5 
no pathogenic micro-organism can survive. 


The patient inserts the barrel of a contracep- 
tive applicator® ** deeper into her vagina, as far 
back as it will go, and then the barrel is pulled 
back out for about an inch, thereby creating 
a pocket deep in the vagina in which the new 


powder will be blown. The tip on the end 
of the plastic bottle is firmly placed into the 
free end of the contraceptive barrel already 
placed in the vagina. The plastic bottle is 
shaken or jarred so that the powder in the 
plastic bottle will fall down to that end of 
the bottle to which the barrel is attached. The 
patient presses the sides of the plastic bottle 
quickly and firmly, 2 to 4 times. This usually 
fills the vagina almost immediately and excess 
low pH powder will rush out. of the vagina 
around the inserted contraceptive barrel. By 
this method there is no danger of blowing 
powder up and into the external os of the 
cervix. By holding the fingers of one hand 
around the barrel as the powder is being blown 
into the vagina, any loose new low pH powder 
that is blown out and around the barrel is dusted 
or rubbed on and into the perineum, between 
the labia and around the anal region. 


This new low pH powder is blown into the 
vagina every 2 to 5 days when she is not 
menstruating and 4 to 8 times daily DURING 
THE MENSTRUAL FLOW. Menstrual blood, 
pH 7.2 to 7.6 drops to pH 2.0 to 2.5 almost 
*Newer and better applicators are being devised which will 


make the insertion of powder easier. 
*°Tablets will be on the market soon. 
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immediately (within 3 minutes) and all patho- 
genic micro-organisms are killed immediately 
due to the immediately drying of all the vaginal 
walls and then the drop of the pH to 2.0 to 
2.5. Enough new pH powder is blown into 
the vagina to keep the blood during the entire 
menstrual flow, a grayish color. Any menstrual 
blood that may escape onto the perineum is 
covered and rubbed with the new pH powder, 
changing it into a grayish chemical which is no 
longer blood. This new chemical or chemicals 
become like sand that can be easily dusted off. 
These new formed chemicals are also no longer 
sticky so will fall off into the commode when 
she voids or defecates or walks. Menstrual blood 
is no longer blood, it is now a new chemical 
or chemicals that shrinks so that little or none of 
it passes into an internal tampon or out onto the 
perineum or onto a perineal pad. In most pa- 
tients with a normal menstrual cycle no internal 
tampon or external pad is necessary. In those 
patient who spot for 2 or 3 days and bleed 
excessive for 2 or 3 days then spot for 2 or 3 
days, this new pH powder usually eliminates the 
patient from ever seeing the menses during 
the spotting days. If the patient floods, then 
there may be some menstrual blood that reaches 
the perineum and then more new pH powder 
must be blown into the vagina and onto the 
perineum or a perineal pad must be worn. If an 
external pad is to be worn, the pad is opened 
and a liberal amount of the new pH powder 
is placed between each layer of the pad and then 
the pad folded back together. 


This new pH powder within the external pad 
stops menstrual odors, absorbs and changes 
the absorbed blood to a grayish powder, as 
well as producing a low pH of 2.0 to 2.5 which 
kills all pathogenic micro-organisms on the peri- 
neum and within the menstrual blood in the 
external pad. Menstrual blood is changed by 
this new pH powder is odorless and no longer 
sticky but falls off from the vagina at introitus 
and between the labia and perinenum and will 
fall out of the pad as she walks or moves about. 
Bacteria can no longer live in this powder 
changed chemical made from menstrual blood 
because the pH is so low, pH 2.0 to 2.5. This 
new changed chemical from menstrual blood can 
be left open in a jar in the laboratory for 
weeks and even months without undergoing 
deteriation or odors formation. 
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MOST PATIENTS WILL WELCOME THE 
USE OF THIS POWDER OVER INTERNAL 
VAGINAL TAMPONS AND EXTERNAL 
PADS, BECAUSE MANY WILL NO LONGER 
HAVE TO WITHDRAW A BLOODY INTER- 
VAGINAL TAMPON DRIPPING WITH 
BLOOD OR REMOVE FROM THEIR PERI- 
NEUM A BLOODY EXTERNAL PAD. MANY 
PATIENTS WILL NO LONGER EXPERI- 
ENCE MENSTRUAL TENSIONS AND PSY- 
CHIC DYSMENORRHEIC PAINS, AND DIS- 
COMFORTS WHEN THEY NO LONGER 
SEE THEIR MENSTRUAL BLOOD. 


The physician can obtain safe, efficient, and 
prompt results in the treatment of vaginal 
and cervical infections before and during the 
menstrual cycle as well as preventing the growth 
of pathogenic and non-pathogenic micro-organ- 
isms during the menstrual flow. Also, female 
odors between and during the menstrual cycle. 
Equally good results are obtained after coagula- 
tion and conization of the cervix. After these 
procedures, odors, sloughs, and hemorrhages are 
eliminated because of the new low pH of 2.0 
to 2.5. This pH powder is blown into the vagina 
immediately after the operation and every 4 
days for 3 to 6 times by the physician and 
nightly by the patient or every other night. If 
powder burns then patient is using powder too 
often. No vaginal, introital, or perineal pads are 
necessary since the pH powder sticks so well in 
the vagina. One of the remarkable features of 
this pH powder is that the patient becomes 
comfortable quickly and any undesirable odor 
is absorbed immediately. 


OTHER USES 


POST PARTUM: The pH powder assures 
prompt relief from odors, irritations, and messy 
lochia in which pathogenic micro-organisms 
grow profusely. Akaline lochia, pH of 7.3 to 
8.5 is made to drop to a pH of 2.0 to 2.5, a 
pH in which no pathogenic micro-organisms can 
grow. 


ODORS FROM CANCER OF UTERUS, 
CERVIX, VAGINA OR PERINEUM: Blow on 
and rub in pH powder to affected areas pro- 
ducing odors daily and twice daily, or until 
the powder begins to burn patient. 


ULCER OF CERVIX: Fill vagina with 
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powder every 4 days for 3 to 6 times or until 
ulcer of cervix disappears. Patient blows in 
powder every 5 days for years to prevent re- 
recurrence or to destroy ulcer if physician 
wishes. Thousands of cancers of the cervix could 
be prevented if all women would blow in this 
pH powder every 5 days for years, since ulcers 
of cervix would be eliminated or prevented. 


PRURITUS VULVAE AND ANI: Itching of 
the vulva and anus is relieved almost immedi- 
ately after the pH powder is blown and rubbed 
onto the perineum due to its absorbing and 
soothing properties as well as to its very low 
pH which destroys pathogenic micro-organisms. 
Rub on daily. 


USED INSTEAD OF DOUCHES: Those who 
do not wish to take a douche, can blow into 
the vagina the pH powder, until the vagina is 
filled, every 2 to 5 days. This powder keeps the 
vagina highly acid and in a true physiological 
state, since only the normal Doderlin bacilli can 
grow at such acid pH. The patient can stand up 
and blow in this powder and then emptying 
the powder deep in the vaginal vault. An empty 
contraceptive barrel is used as an aid in blow- 
ing in the powder. These processes eliminate 
the necessity of lying down to acidify the 
vagina, producing a normal physiological vagina 
and to stop female perineal odors. The powder 
is so sticky that it will not run out of the vagina 
or leak from the introitus, so no perineal pad 
need be worn. Those who wish may use a 
contraceptive applicator and insert one dose 
or applicator full of the “New low pH Jelly” 
every 3 to 4 days into her vagina. 


pH POWDER ON PUFF FOR FEMALE 
AND PERINEAL ODORS: Every morning the 
patient can eliminate quickly and efficiently all 
female odors by dusting this pH powder onto 
the perineum, in the pubic hairs and between 
the labia. If patient is going out for the eve- 
ning the pH powder can be dusted quickly on 
the perineum and be free of female odors for 
24 hours. Will not burn skin even if used. daily 
or twice daily. Patients who have vaginal, 
cervical, labial, perineal or anal lesions and 
those with female odors should have a small 
box with a powder puff and pH powder in it. 


DURING THE MENSTRUAL FLOW: The 
most important use of this powder is the use 
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of it during the actual menstrual flow. Millions 
of pathogenic micro-organisms multiply in men- 
strual blood since, in the past, all treatments 
of the cervix and vagina are usually stopped 
during the menstrual flow. New low pH powder 
lowers the menstrual blood to a pH of 2.0 to 
2.5, a pH in which pathogenic micro-organisms 
can not grow. Messiness of menstruation can 
be eliminated. 


As soon as the patient feels that menstruation 
is to start or feels menstrual blood on the labia, 
she fills the vagina full of pH powder and any 
excess pH powder that blows back out of the 
vagina after the vagina has been filled is 
rubbed or dusted into her pubic hairs and 
perineum and between the labia. She may pack 
vagina at introitus by placing large amount of 
pH powder between open labia and on external 
pad, then by pressure on pad while separating 
labia, a sufficient amount of pH powder will 
be pushed into vagina. The patient blows 
pH powder into the vagina 4 to 8 times or 
as many times as it takes to keep the red 
menstrual blood a grayish color and changes 
the red menstrual blood into a small amount of 
fine dry powder that can be easily dusted off 
while the patient is sitting over the commode 
Menstrual blood is changed into other chemicals 
which are no longer sticky and will fall out 
of the introitus into the commode when the 
patient voids or defecates or walks. 


The number of days the actual flow is seen is 
usually reduced by 2 to 3 days when the pH 
powder is used. 


Psychic ill feelings are usually absent when 
red blood is not seen by the patient or they do 
not have to wear a sanitary belt, an internal 
vaginal tampon or external pad during the 
menstrual flow. 


pH POWDER AFTER INTERCOURSE: In 
those patients who are bothered with recurring 
leucorrhea, such as Trichomonas vaginalis, Mon- 
ilia (canidida) albicans, the patient may blow 
in the pH powder, filling the vagina immediately 
following intercourse. She can have the pH 
powder and contraceptive barrel beside the bed 
and blow in the pH powder without getting 
out of bed. The semen is immediately liquified 
and all vaginal and perineal odors and pathogens 
are eliminated. No messy secretion will run out 
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of the vagina onto the perineum after pH 
powder is blown in. No odor of spermatoza will 
be present. Spermatoza are also killed im- 
mediately at pH 2.0 to 2.5. 


pH POWDER BEFORE INTERCOURSE: If 
the pH powder is blown into the vagina just 
before coitus a pH of 2.0 to 2.5 is produced, a 
pH at which spermatozoa dies. By actual mix- 
ing of pH powder and spermatozoa it was 
found that at a pH of 3.70 and below no 
spermatozoa were found. The powder and pH 
jelly covers the cervix and the entire vaginal 
walls with a low pH, so low that sperm as 
well as pathogenic micro-organisms cannot sur- 
vive. The pH powder and jelly is sticky. It sticks 
excellently to the vaginal walls and cervix. The 
powder or jelly does not burn the sexual 
partner. 


AFTER CAUTERIZATION, COAGULA- 
TION, AND CONIZATION OF THE CERVIX 
AFTER RECTAL AND VAGINAL OPERA- 
TIONS. Powder is blown in every 3 to 4 days 
for 3 to 6 times by the physician. No vaginal 
packing or external pads are necessary since the 
medication is so sticky and will not run out and 
mess up the pubic hairs and perineum. 


NOTE: NO PATHOGENIC MICRO-OR- 
GANISMS, SUCH AS TRICHOMONAS VAG- 
INALIS, MONILIA (CANIDIDA) ALBICANS, 
H. VAGINALIS, CAN BECOME CHEMICAL 
FAST (RESISTANT) TO THIS NEW LOW pH 
(ACID) POWDER AND JELLY. THIS NEW 
VERY LOW pH POWDER LOWERS THE pH 
SO LOW THAT IT BURNS THESE PATHO- 
GENS TO DEATH IMMEDIATELY. PATHO- 
GENIC MICRO-ORGANISMS CAN NO 
MORE BECOME USED TO THIS POWDER 
AT THIS LOW pH OF 2.0 TO 2.5 THAN 
THEY CAN BECOME USED TO HOT BOIL- 
ING WATER IN THE STERILIZER THAT 
HAS BEEN BOILING FOR 30 MINUTES. 


SUMMARY 


A new low pH of 2.0 to 2.5 powder and 
jelly has been discovered and presented for the 
treatment and prevention of vaginal and cervical 
infections and for the destruction of ulcers of the 
cervix. At this new low pH no pathogenic micro- 
organism can grow and are killed immediately 
(within 3 minutes ). This applies to Trichomonas, 
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Monilia, and H. vaginalis, etc. 


The use of the very low pH powder during 
menstruation is presented because it is during 
the menstrual flow that treatment is stopped 
and it is during this time that pathogenic micro- 
organisms grow and increase to such number 
that they produce pathogenic conditions. Men- 
strual blood and serum are ideal bacterial 
and protozoan culture media. It is essential that 
the vagina and cervix be treated during the 
menstrual flow, for better results. This very 
low pH buffered powder, pH 2.0 to 2.5 has 
been found ideal for the eliminating of patho- 
gens in the menstrual blood. 


New vaginal and cervical adhesives have 
been discovered in the Research Institute and 
these new discoveries have been incorporated 
into this new pH powder and jelly. Now it is 
possible to have vaginal and cervical medica- 
tions that will NOT run out of the vagina or 
leak irom the introitus onto the perineum. 
Messiness has been eliminated. 


A new simple method has been found to 
keep the vagina within its normal physiological 
pH range. Previously, pH 4.0 to 4.5 medica- 
tions were placed in the vagina but newer 
knowledge has shown the author that it is 
many times better to place buffered, pH 2.0 
to 2.5 medications within the vagina. 


This was because newer electronic determina- 
tion of free, total and combined acids and elec- 
tronic pH (hydrogen ion) studies have shown 
that vaginal and cervical secretions, especially 
secretions due to infections are even more 


highly buffered than previously thought. 


A new vaginal powder has been presented 
that may be used during the menstrual flow to 
kill pathogenic micro-organisms and to absorb 
and change menstrual blood to new chemicals 
and reduce the amount so greatly that the 
woman may not see her menstrual flow, thereby 
eliminating emotional reactions that may occur 
during the menstrual cycle. This new low pH 
powder is also used after cauterization, coagula- 
tion, and conization of the cervix as well as 
operations on the bladder, cystocoele and per- 
ineal repairs. 


The first time that an ulcer of the cervix can 
be eliminated by medicinal treatment by the 
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patient at home is presented. Ulcers of the 
cervix disappear in 3 to 6 weeks at such low 
pH range. 


Vaginal, cervical and perineal odors can now 
be easily and efficiently eliminated by simply 
dusting this new pH powder over the perineum 
and blowing it into the vaginal vault. This 
powder has been found useful in preventing 
the recurrences of Trichomonas, Monilia, H. 
vaginalis. The patient blows in the powder im- 
mediately after coitus and every 5 days for 
years. All pathogenic micro-organisms ejaculated 
at coitus are killed by this new low pH. 
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(i REETINGS TO ALL THE DOCTORS OF THE STATE OF ARIZONA 
WHOM I DID NOT GREET PERSONALLY AT YUMA. 


DOCTOR PODOLSKY’S EDITORIAL ‘ARIZONA MEDICINE APRIL 1957’ 
STATED THAT HE LOOKED WITH A JAUNDICED EYE AT ENCROACH- 
MENT OF FEDERAL AND STATE GOVERNMENT INTO MEDICINE. 
YET PUBLIC LAW 880 PROVIDES MATCHING FEDERAL FUNDS TO THE 
STATES FOR WELFARE PATIENTS AND DEPENDENT CHILDREN — 


EFFECTIVE JULY 1, 1957. 


YOUR COUNCIL THROUGH~MEDICARE OR SOME SIMILAR COM- 
MITTEE WILL HAVE TO ADOPT A FEE SCHEDULE FOR THESE SERV- 
ICES BY THAT DATE. SHOULD THESE INCLUDE IN-OFFICE PRO- 
CEDURES OR OUT-PATIENT HOSPITAL ONLY? MAKE YOUR DE- 
SIRES KNOWN! 


I AM IN FAVOR OF A STATE-WIDE FEE SCHEDULE TO BE MODEL- 
ED AFTER ONE BY THE WESTERN ORTHOPEDIC SOCIETY. IT HAS A 
MINIMUM AVERAGE AND MAXIMUM FEE FOR EACH PROCEDURE. 
THIS SAME SCHEDULE COULD BE DEVISED BY THE RELATIVE 
VALUE UNIT SCHEDULE AND BY SETTING 3 SETS OF VALUES TO 


EACH UNIT. 





I INVITE YOUR SUGGESTIONS AND HELP ON THIS PROBLEM. 


C. C. CRAIG, M.D., PRESIDENT 
ARIZONA MEDICAL ASSOCIATION 
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CONTRIBUTORS 

The Editor sincerely solicits contributions of scientific 
articles for publication in ARIZONA MEDICINE. All such 
contributions are greatly appreciated. All will be given equal 
consideration. 

Certain general rules must be followed, however, and the 
Editor therefore respectfully submits the following suggestions 
to authors and contributors: 

1. Follow the general rules of — English, especially with 
anges to construction, diction, lling, and punctuation. 

Be guided by the general aioe of medical writing as 
followed - the JOURNAL OF THE AMERICAN MEDICAL 
ASSOCIATION 

3. Be brief, even while being thorough and complete. Avoid 
unnecessary words. Try to limit the article to 1500 words. 

4. Read and re-read the manuscript several times to cor- 
rect it, especially for spelling and punctuation. 

5. Manuscripts should. be typewritten, double spaced, and 
the original and a carbon copy submitted. 

6. Articles for publication should have been read before 
a controversial body, e.g., a hospital staff meeting, or a 
county medical society meeting. 

7. Exclusive Publication—Articles are accepted for publi- 
cation on condition that they are contributed solely to this 
Journal. Ordinarily contributors will be notifed_ within 
days if a manuscript is accepted for publication. Every effort 
will be made to return unused manuscripts. 

8. Illustrations — Ordinarily publication of 2 or 3 illustra- 
tions accompanying an article will be paid for by Arizona 
Medicine. Any number beyond this will have to be paid for 
by the author. 

9. Regeinte — Reprints must be paid for by the author 
at established standard rates. 

The Editor is always ready, willing, and happy to help 
in any way possible. 











(The Opinions expressed in original contributions do not neces- 
sarily express the opinion of the Editorial Board.) 


THE 150TH ANNIVERSARY OF THE 
MEDICAL SOCIETY OF THE STATE 
OF NEW YORK* 


ba THE February number of the New York 
Journal of Medicine are included several in- 
teresting historical papers to mark the Ses- 
quicentennial anniversary of the founding of the 
Medical Society of the State of New York. New 
York was not the first of the original thirteen 
states to form a state medical society, but the 
Medical Society of the State of New York 
proved to be more influential than most in 
providing professional leadership over the long 
period of its existence. Since its beginning in 
1807, this Society has rendered such important 
service in raising the standards of medical 
education and practice in this country that it 
is highly appropriate for Arizona Medicine, the 
journal of the medical society of the youngest 
state of the Union, to make suitable acknow- 
ledgement of indebtedness to our professional 
brothers of the Empire State. 

To understand the background that led to 
the organization of the state society in New 
York, one must review the conditions under 
which medicine was practiced at that time. In 
the middle of the 18th century “anyone with 
sufficient audacity, pretension, or professional 
inclination could set himself up as a ministrator 
to the sick.” Except for the few physicians edu- 
cated in Europe, the apprentice system repre- 
sented the only means of medical instruction. 
Many practiced without education or apprentice- 
ship, and medical advertisements in contempor- 
ary newspapers frequently reported miraculous 
cures and esoteric methods of treatment. 

The first American medical school was found- 
ed in 1765 in Philadelphia at the University of 
Pennsylvania, but the second was established at 
King’s College in New York only three years 
later. This school granted the first degree of 
Doctor of Medicine in 1769. During the British 
occupation of New York in the Revolutionary 
War, the medical school was discontinued, but 
was revived in 1792 under the auspices of 
Columbia College. In the next twenty years 


eA A Medical Chronicle of New York State by various authors. 
New York State Journal of Medicine, 1957, 57, 433-636. 
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only 35 students were graduated from this 
school. The dissatisfaction of the medical pro- 
fession in New York City led to a petition to 
the Legislature in 1807 for the creation of 
another school. As a result the College of Phy- 
sicians and Surgeons was established, which 
after a few years was amalgamated with the 
medical school of Colubmia College. This 
single medical college combined the better fea- 
tures of both and was able to graduate 799 
students by 1838. 

In passing, it is of interest to note that New 
York was the home of the first medical journal 
of the United States. This was the Medical 
Repository which appeared in 1797. During 
its twenty-three years of existence, the editors 
collected the best in medical literature both 
from at home and abroad. 

The earliest colonial legislation for regulation 
of medical practice was in 1760. This New 
York Act required physicians wishing to practice 
to obtain a certificate of examination and ap- 
proval from one of His Majesty's Council, or 
the judges of the Supreme Court, or the King’s 
Attorney General, or the Mayor of the City of 
New York, or by any three or more of these. 

This Act was amended in 1792 when certain 
educational requirements were added. Prospec- 
tive physicians must spend two years of “at- 
tending the practice of a reputable physician, 
if a graduate of a college; and three years, if 
not a graduate.” Also, he must be examined 
by the Governor, or the Attorney General, or 
by the Mayor of New York, or by any two 
of them, and provided further that they call in 
three reputable practitioners to assist them with 
the evaluation and the examination. In a sense, 
this Act established for the first time a Board 
of Examiners. After this procedure, a certificate 
permitting practice was issued. Those who had 
graduated from a regular medical school were 
exempt from this examination and licensure. 

Various amendments to the Medical Practice 
Acts were made by the Legislature in 1797, 
1801, and 1803. During this period of develop- 
ment, the significant ideas of licensure, educa- 
tional qualifications and discipline were 
enunciated. Some of the language of these 
ideas has come down to us in modern times. 
One difficult matter not settled in these early 
acts is where responsibility for regulation of 
qualifications is finally to rest. 

The reaction of physicians to these develop- 
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ments could be predicted. It was unlikely that 
the arrangements of having judges and at- 
torneys pass on medical qualifications was en- 
tirely satisfactory to medical men, even if 
physicians assisted or had a major role in 
assisting the lawyers to judge the fitness of 
candidates to practice. Obviously from the 
records, this was a stormy era and one in which 
the standards of medical education were often 
flagrantly disregarded. 

In the early years of the new century, immi- 
gration to the northern and western areas of 
the state greatly increased and brought in an 
inundation of self-styled physicians. This con- 
dition stimulated the medical profession of Sara- 
toga County in 1806 to call a convention of 
physicians from neighboring counties for the 
purpose of adopting measures to obtain an act 
of incorporation for a medical society for “the 
suppression of empiricism and the encourage- 
ment of regular practitioners.” The convention 
met and “a memorial” was sent to the Legis- 
lature. The result was that the Legislature re- 
sponded favorably by passing the Act of April, 
1806, permitting physicians to organize medical 
societies for the purpose of regulating the prac- 
tice of medicine in the State. This Act pro- 
hibited the practice of medicine without a 
license and empowered the State Society and 
the county medical societies to grant licenses 
to qualified applicants. Within three months, 
twenty counties had formed medical societies, 
and before two years had passed, almost every 
county in the State had its society. The con- 
vention of delegates from the county organiza- 
tions to establish the State Society was held 
in Albany on February 3, 1807. 

Once established and amended slightly from 
time to time, the Law of 1806 remained in 
force for eighty-four years until the State Board 
of Medical Examiners was set up under the 
Board of Regents of the University of the 
State of New York in 1889. The first written 
examinations under this Board were conducted 
for medical licensure in 1891. 

The Society had not been long in existence 
before it became apparent that some codifica- 
tion of the ethical principles upon which the 
conduct of medical practice is based would be 
a valuable asset. No other medical group in the 
country had ever before attempted such self- 
imposed restriction of their own conduct. In 
1821, the State Medical Society appointed a 
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Committee to draw up a code of medical ethics 
in the form of a resolution which was unani- 
mously adopted by the State Society. Twenty- 
three years later, the newly organized American 
Medical Association modeled its Code of Ethics 
upon this set of principles. 

During the early years of the Society, a state 
of chaos prevailed in the field of drugs and 
medications with no uniformity in their com- 
pounding and usage. From 1817-1819, the So- 
ciety took a leading role in persuading the 
profession of other states to join in the prepara- 
tion of a U. S. Pharmacopeia. A strong delega- 
tion from New York was sent to a general 
convention that met in Washington, D. C., in 
January, 1820. The first edition of the Pharma- 
copeia was published later on that year. 

In the 1830-1840 period, the number of medi- 
cal schools throughout the country increased 
so rapidly that there was strong competition 
for prospective students. This situation resulted 
in a frightening lowering of standards. The New 
York Medical Society took the lead in sponsoring 
the movement aimed at calling a convention 
of delegates from both medical colleges and 
regularly organized medical societies throughout 
the country for the purpose of forming a na- 
tional medical society to correct these abuses. 
Meeting in Philadelphia in May, 1847, the 
convention appointed a committee of seven, four 
of whom were delegates from the New York 
Society, to draw up a plan of organization for 
a National Medical Association. It will be seen 
that the New York State group exerted a dis- 
proportionately large influence in the organiza- 
tion of the American Medical Association. 


Other instances of the benevolent influence 
of the New York Society in the elevation and 
preservation of standards of medical education 
and practice could readily be cited, but enough 
have been listed to reveal its great contribution 
in these fields. The medical profession of other 
states, and especially of those states whose medi- 
cal organizations are of recent date, must pay 
appropriate tribute to the old stalwarts who 
bore the brunt of the early battles and through 
whose efforts so many worthwhile victories were 
won. 

Hearty congratulations and grateful acknow- 
ledgements then to the Medical Society of the 
State of New York on this its 150th anniversary. 

HS. 
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LETTER TO THE EDITOR 
The Editor Arizona Medicine, Phoenix. 


Dear Sir: 


iy is certainly not our wish to make bad 
friends among members of the medical profes- 
sion or editors of medical journals. Neverthe- 
less, when one of our products is mentioned 
by name in an article in a medical journal, un- 
der the authorship of an M.D. — and when the 
information concerning this product is com- 
pletely inaccurate, we feel that we would be 
neglecting our duty to the medical profession 
as a whole, if we did not try to have the mis- 
statement rectified. 

We refer to the article which appeared in the 
February issue of Arizona Medicine, under the 
titles “Mycin - Schmycin.” This article was by 
Dr. Robert J. Antos and presented the author's 
opinion regarding some of the newer antibio- 
tics. Certainly, the doctor is entitled to his own 
opinion on the matters concerning which he has 
written. However, when we come to flat state- 
ments of fact — or supposed fact, we feel we 
have to take issue. We refer to the following, 
which appeared on page 75. 

“RISTOCETIN (ABBOTT) — they claim su- 
periority, too, but it’s still novobiocin.” 

First, we may say that we do not claim any- 
thing as yet for Ristocetin. This antibiotic is 
still under clinical trial, so that we may evaluate 
its action and establish in a proper manner 
what claims we may make eventually, if the 
antibiotic is marketed. Secondly, novobiocin is 
derived by fermentation of the Streptomyces 
niveus. Ristocetin is derived from the fermenta- 
tion of a new species of actinomycetes, Nocardia 
lurida. Ristocetin is an entirely new antibiotic 
and is not related to novobiocin or any other 
antibiotic presently available. 

It takes a disproportionate amount of truth 
to counteract a small amount of misinforma- 
tion. It is certainly not helpful to anyone if the 
medical readers of your journal are left with the 
impression that Ristocetin is another tradename 
for novobiocin. We think we would not be out 
of place in asking you to print a small correction 
of this misstatement, so that your readers may be 
informed of the true facts concerning Ristocetin. 

We would certainly appreciate this courtesy, 
and we hope that you will not resent our bring- 
ing this matter to your attention. 

Yours sincerely, Brian Lees, M.R.C.P. 
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“Sie History of Medicine in wldisunn 


WILLIAM VINCENT WHITMORE, M.D. 
(Tucson, 1892-) 


) R. WHITMORE was born in Bowdoinham, 
Maine, April 16, 1862. He is the son of Thomas 
P. and Esther M. (Given). His father, of Eng- 
lish descent, was a native of Maine, while his 
mother, of Scotch-Irish descent, was a native of 
New York. 

William was next to the youngest of 5 chil- 
dren, 4 of whom — 1 brother and 2 sisters — are 
still living (1933). In 1880 he entered Nichols 
Latin School, at Lewiston, Maine, graduating 
in 1881. Here he made a commendable record, 
receiving the prize for excellence in Latin and 
Greek. 

He then entered Bates College. In scholar- 
ship during his 4 years there his record was 
creditable. At his graduation in 1885, with the 
degree of Bachelor of Arts, he was given an 
“honor” in Psychology and was one of the Com- 
mencement Speakers. 

In the fall of 1885 he entered the College of 
Physicians and Surgeons in New York City — 
the Medical Department of Columbia Univer- 
sity. But one year later he came west, joining 
his only brother in San Diego County, Califor- 
nia. In the fall of 1888 he resumed his medical 
studies at the Medical Department of the Uni- 
versity of Southern California, at Los Angeles, 
and was graduated April 16, 1890. 


UNUSUAL EXPERIENCES 


Hospital Internship — During the vacation 
preceding the senior year at the Medical Col- 
lege, he had been Head Night Nurse at the 
Los Angeles County Hospital — now the Los 
Angeles General Hospital. He continued this 
position for one month after the opening of the 
Medical College — sleeping Saturdays and Sun- 
days. Then a vacancy occurred in the Intern- 
ship and he was promoted to that position, serv- 
ing 6 months before he had received his medical 
degree. 

At the close of his term as Interne at the hos- 
pital he practiced medicine at Wilmington, Cali- 
fornia for one and a half years. In April, 1892 
he came to Tucson to be Assistant to Dr. Good- 
fellow, and until his retirement in 1929, was in 
constant practice of his profession there. 
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William Vincent Whitmore, M.D. 


Arizona Medical Association — He joined the 
Arizona Medical Association in 1897 being the 
second man from Pima County to attend its 
session. One year later he was elected Presi- 
dent of the organization, being now (1933) the 
earliest President still living. 

During the last 30 years he has written more 
obituaries of his colleagues than any medical 
man in Arizona. In fact, it has been the wonder 
of the profession where Dr. Whitmore found so 
many “nice things” to say about his confreres — 
living and dead. 

Arizona Board Medical Examiners — For 7 
year (1905-1912) he was a member of the Ari- 
zona Board Medical Examiners, being President 
for 3 years. During this period the Board es- 
tablished the reputation of conducting rather 
rigid — though practical and absolutely fair — 
examinations. 

Other Positions — In 1907-1910 he served as 
Health Officer of Pima County; and in 1910 
was Delegate from the Arizona Medical Asso- 
ciation to the American Medical Association at 
the session held in St. Louis. 


SPECIALTY 
Dr. Whitmore has preferred to be known as 
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the last “general practitioner of medicine” in 
captivity. However, for 35 years he averaged 
100 anesthetics each year; and, during the 3 
years that he was County Health Officer, the 
records, which passed through his hands, reveal- 
ed the fact that more than one-third of the 
Birth Certificates recorded in Pima County dur- 
ing that period bore his signature. 


Then, his chief diversion was education ad- 
ministration — Tucson School Board 12 years, 
Regent of U of A 2 years, 1897-98 — 7 years un- 
der Hunt beginning 1914. 


Domestic Relations — On April 16, 1891 — 
another birthday anniversary — he was married 
to Miss Lulu W. Hill. She died in 1898, leav- 
ing a son — William V., Jr. — Ripon College, 
22. Of the son’s 15 months’ service overseas, 
his Major states: “The best known and the brav- 
est man in his regiment.” 


December 31, 1902, Dr. Whitmore married 
Miss Opal Le Baron McGaughey — former 
teacher of the University of Arizona. They have 
one son, Paul — an Electrical Engineer and In- 
ventor — University of Arizona, 23. He had 
the distinction of being the youngest student 
to enroll in the history of the institution. 


Since Dr. Whitmore’s retirement from the 
practice of medicine, in 1929, he has devoted 
considerable time to the preparation of various 
articles. In the fall of 1931 one of the Tucson 
papers published a series of articles — 10 in 
number — “character Sketches of the Presidents 
of the University.” Letters most kind and ap- 
preciative were received from several of his 
“victims”. Surprise was expressed at his “ac- 
curacy of details” and at his ability to “remem- 
ber the spirit in which things were done.” 


From these 10 sketches the University Alum- 
nus published a single, condensed sketch of the 
Presidents. 


His latest work has been to assist Dr. Orville 
Harry Brown, Editor of the History of Arizona 
Medicine, in securing data concerning many of 
the deceased medical men of Pima County. 
About 40 such have been resurrected. Sketches 
of a few of the most outstanding — and some 
of these earlier men were outstanding — have 
appeared in a local paper. Of these the State 
Historian writes: “These are important contri- 
butions indeed to the general as well as the 
medical history of Arizona.” 


May, 1957 


EVERY WOMAN 


WHO SUFFERS 


IN THE 


MENOPAUSE 


DESERVES 


“PREMARIN: 


widely used 


natural, oral 


estrogen 


AYERST LABORATORIES 
New York, N.Y. ¢ Montreal, Canada 
5645 





Vol. 14, No. 5 


Pro-Banthine“.. 
A Primary Drug in Peptic Ulcer 


Among the many clinical indications for 
Pro-Banthine (brand of propantheline bro- 
mide), peptic ulcer is foremost. During 
treatment, Pro-Banthine has been shown 
repeatedly to be a singularly valuable agent 
when used in conjunction with diet, antacids, 
sedation and psychotherapy as required. 
Lichstein and his associates* report that 
Pro-Banthine “proved almost invariably 
effective in the relief of ulcer pain, in de- 
pressing gastric secretory volume and in 
inhibiting gastrointestinal motility. The 
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CONFIRMED THERAPEUTIC UTILITY 


incidence of side effects was minimal. .. .” 


The therapeutic utility and effectiveness of 
Pro-Banthine in the treatment of peptic ulcer 
are repeatedly confirmed in the medical lit- 
erature. Dosage: One tablet with each meal 
and two tablets at bedtime. G. D. Searle & 
Co., Chicago 80, Illinois, Research in the 
Service of Medicine. 


*Lichstein, J.; Morehouse, M. G., and Osmon, K. L.: Pro- 
Banthine in the Treatment of Peptic Ulcer. A Clinical 
Evaluation with Gastric Secretory, Motility and Gastro- 
scopic Studies. Report of 60 cases, Am. J. M. Sc. 232:156 
(Aug.) 1956. 
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Topics oF (aveetet Medial \NTEREST 


RX., DX., AND DRS. 


By Guillermo Osler, M.D. 


A the internists are dancing in the streets and 
hallways about the new test for MYOCARDIAL 
INFARCTION, ‘SERUM-GOT’. . . . S-GOT, as it 
is called, is an enzyme (glutamic-oxalacetic tran- 
saminase). It is widely distributed in all body 
tissues, but especially in heart muscle. The nor- 
mal for serum is 5 to 33 units per ml. (or cc.). It 
is tested for by a relatively simple spectrophoto- 
metric assay. The serum level leaps upward from 
two to thirty times normal when infarction occurs, 
due to an escape of the enzyme from the injured 
cells. . . . The test is therefore valuable to con- 
firm conventional studies, or as a new means of 
establishing diagnosis when an unequivocal diag- 
nosis can not be made... . It may be elevated in 
other conditions, including myocarditis, active 
liver damage, acute pancreatitis, pulmonary and 
cerebral infarctions, hemolytic crises, surgery and 
crushing injuries, and dermatomyositis, so that it 
does not eliminate the need for clinical acumen. 


... It is normal in pericarditis, angina pectoris or 


coronary insufficiency, infectious diseases, plain 
rheumatic fever, acute cholecystitis, peptic ulcer, 


and all types of arthritis. There is no correlation 
to the WBC count or sed. rate, tho body tempera- 
ture elevations are parallel. .. . The peak S-GOT 
values are reached on the first day, averaging 160 
units, and drop rapidly to normal by the fifth day. 
When only ST and T wave changes were present 
the peak values were 100 units at 30 hours, and 
normal levels by 60 hours. . . . Ostrow, Ficklin 
and Evans found 100% correlation in 18 cases 
which went to autopsy (Med. Annals of the D. 
of C.). Their graphs show very abrupt and im- 
pressive ‘steeple’ curves. 


Dr. U. V. Portmann of Tucson has been able to 
help the editor of ‘Queries and Minor Notes’, in a 
recent J.A.M.A., to complete the treatment of 
SALIVARY FISTULA. He urges radiation, which 
he has found to be better than radical surgery. 
and which he has reported several times between 
1935 and 1950. 


A small series of cases is almost as futile as a 
single case-report in providing safe conclusions. 
Gerisch and Moehlig of Detroit reported on the 
use of METHYL TESTOSTERONE FOR MI- 
GRAINE of women in 1949. They found relief in 
88.5% of 35 patients. . . . Moehlig now reports 60 
cases, with a longer period of observation, and 
has found that 81% were relieved. . . .-He has 
changed the dosage from 20 to 10 mg. per day for 
4 weeks, followed by 10 mg. every other day for 
an additional 8 to 16 weeks. Therapy was stop- 


ped if there was no relief by then. Some persons 
continued every third day for 3 years... . If a 
relapse occurred, as it did in 22%, the drug was 
again given for 4 to 8 weeks. Relapses were 
usually very mild, and renewed use of the drug 
was regularly effective. . . . Eighty per cent had 
a family history of migraine; 71% had tall family 
members; 60% had a high-arched palate; 80% 
had unilateral headaches; 90% had emeses, and 
all were nauseated with attacks. . . . The Methyl 
testosterone caused hirsutism in 20%, acne in 
45%, voice change in 21%, irregular menses in 
48%, increase in weight in 66%, nervousness in 
30%, and an increase in libido in 46.6%. (The last- 
named change was the only one about which 
patients did not complain). 


Medical Economics, a small journal which most 
of us know, told of a method by which a family 
could SELECT AN M.D. when they move to a 
new community. It was supposedly described by 
their former family doctor, — “Ask your neigh- 
bors the names of their physicians. Try them out 
by finding how much time they spend reading 
medical journals. Cancel off those who don’t”... . 
The weakness of the plan is how to find out who 
DOESN'T read. ...I guess we can skip that smart 
sports jacket, that conservative new car, or that 
electro-cardiograph. Just carry a couple of medi- 
cal mags at all times. 


Additional information on AGAMMAGLOBU- 
LINEMIA becomes available every few months. 
The basic defect is a deficiency of immunoglobu- 
lins, mostly in the gamma globulin fraction of 
plasma proteins. This is due to inadequate pro- 
duction, since it is logical, and since excessive loss 
and excessive catabolism have been ruled out... . 
(A secondary type may result from nephrosis, 
nutritional deficiency, Hodgkin’s, multiple mye- 
loma, sarcoidosis, et al). . . . The idiopathic syn- 
drome produces a spontaneous, recurrent, severe 
infection, usually of bacterial origin, in an other- 
wise well male or female. It differs from the 
congenital type in the sex, age, good health, 
response, etc. 


CHEST DISEASES may result from AGAM- 
MAGLOBULINEMIA, and Good and Mazzitello 
have reported on 8 of their own cases, and a total 
of 43 reported cases. There were 24 congenital 
and 19 acquired cases. . .. Four of each group 
developed bronchiectasis. The exudate in lung 
lesions shows a typical absence of plasma cells. 
. .. The respiratory infections included lobar or 
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bronchopneumonia, meningitis, otitis media, sinu- 
sitis, empyema, lung abscess, atelectasis, and pul- 
monary fibrosis. Virus diseases did not present a 
serious problem. . . . Gamma globulin provided 
help and replacement in children; antibiotics 
seemed to help many adults. 


Dr. Tom Shaffer of the pediatrics department of 
Ohio State warns us again that hospital staff 
members may carry strains of PENICILLIN-RE- 
SISTANT STAPHLOCOCCUS. (‘HOSPITALS’, 
J.A.H.A,). They are a serious hazard to newborn 
infants. Seven nurses were found to be carriers 
in a recent outbreak in his hospital. The infec- 
tions may not develop until after discharge, thus 
masking evidence of an epidemic. . . . Erythromy- 
cin is effective in controlling such strains. 


The SERUM PROTEIN-BOUND IODINE level, 
or PBI, has moved in to replace the basal meta- 
bolism rate (BMR) and seum cholesterol test as 
a diagnostic measure in thyroid problems... . 
The PBI is an indication of the circulating thy- 
roxine, and therefore a measure of the metabolic 
status of the patient. . . . The B.M.R. is only a 
measure of oxygen consumption, and may be af- 
fected by any factor which modifies that rate. The 
PBI is NOT affected by non-thyroid conditions 
which increase the BMR (essential hypertension, 
cardiac failure, infectious disease, etc.) and those 
which decrease it (exhaustion, pituitary dysfunc- 
tion, sexual neurosis, etc.), as well as conditions 
in which it is hard to make tests (infancy, appre- 
hension, chorea, Parkinsonism, cerebral injuries, 
overactivity, etc.). 


The SAFETY OF PATIENTS IN PRESSURIZED 
COMMERCIAL AIRPLANES has been mentioned 
in ARIZONA MEDICINE on several occasions 
since 1948. Dr. L. G. Lederer of Capital Airlines 
adds a few items in a recent communication. The 
usual cabin can be pressurized to 8,000 ft. at an 
altitude of 22,000 ft., and the new ‘Viscount’ can 
be kept at 6,000 ft. pressure level. .. . A person 
with a pneumonectomy can tolerate an altitude of 
10,000 feet provided his mediastinum is stable... . 
The old fears were based on lack of pressurizing, 
the presence of pneumotherapy, and a lack of 
available oxygen supply. 


PHARMACY NOTES, — NYSTATIN (Mycos- 
tatin) is a drug which has offered promise for 
monilia and fungus infections. It is now reported 
as being very effective in the treatment of MONI- 
LIAL VAGINITIS (Pace and Schantz, J.A.M.A.). 
. » « There were 59 cases with monilia infections 
in 76 consecutive cases of vaginitis. Thirty-one 
were in pregnant women. They were all treated 
with nystatin tablets per vaginum, and there was 
no toxicity. All of the pregnant patients, and 
98.3% of the entire 59 with monilia, responded. 
Fourteen patients relapsed in a few weeks after 
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cessation of treatment, but responded again at 
once. ... Seventeen non-monilial infections, 6 of 
which were trichomonas, had a poor response (2 
cases) to Nystatin. . . . Sounds like a good pros- 
pect. 

Avery of Maryland reports that a single dose 
of PROMETHAZINE (Phenergan HCl) eradi- 
cated PINWORM INFECTION in 97% of 100 chil- 
dren. This is a new claim for an anti-histamine 
drug. 

Wilson of Denver has found PHENYLBUTA- 
ZONE (Pyrazolone) to be effective against attacks 
of GOUT. Again, a single dose does the trick 
(using 400 to 800 mg.) within 4 hours. Smaller 
doses (100 mg. every 4 hours) controlled the pain 
within 24 hours, and the joint inflammation in 72 
hours. 

As the man says, try them if you need to, and 
keep your eyes open and your fingers crossed. 


An Anglo-Saxon medical manuscript has 
brought our attention to some INERT DRUGS 
WITH ODD NAMES. Most of the materials used 
about 200 years ago are now found in candy or 
beverages. . . . “For LUNG DISEASE, henbane, 
mulberry, horehound, betony; boil into an ale and 
drink at times”. ... “FOR HEARTACHE, take 
broad-bishopwort, field bishopwort, great-wort, 
comfrey, sweet-gale, hind-heal, organe, stitchwort, 
horehound, sage, alehoof, agrimony, cinquefoil, 
black hellebore, gentian, mugwort, southernwood, 
pound all together; make an ale”... . “A SALVE 
AGAINST TUMOURS, — water cucumber, a 
handful of spearmint, dittany, woodwax, mul- 
berry; boil in malt-ale; squeeze thru a linen cloth; 
then take the madder, dry it in an oven; grind 
a handful of red-cabbage seed in a peppermill; 
boil it altogether, not too hard; use it three times 
a week, as is most convenient. . . . Who cares 
for tranquilizers? They never serve them in ale! 


You can get gray hair over the action of tyro- 
sinase. The GRAYING OF HAIR IS almost al- 
ways genetically induced, tho it may occasionally 
be caused by vitamin deficiencies or toxic agents. 
The basic cause is a loss of the function of tyro- 
sinase, since COLORATION IS DUE TO THE 
ENZYMATIC OXIDATION OF TYROSINE IN 
THE MELANOCYTES, situated between the ger- 
minative cells of the hair. . . . If the melanocytes 
don’t have tyrosinase, you've had it, young or old. 
All the melanocytes in a hair lose their ability at 
the same time, so that there are no mid-stages to 
graying. 
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THE OPERATION OF THE COMPACT 
FOR WESTERN REGIONAL 
COOPERATION IN HIGHER 

EDUCATION 


B RIEFLY, the essential facts concerning the 
Western Interstate Commission for Higher Edu- 
cation and the position of Arizona in this or- 
ganization are these: 

1. The Commission is organized under a 
Compact between most of the western states 
who have entered into agreements with one 
another so that qualified students of states that 
do not possess certain professional schools are 
enabled to attend such schools in other states 
at a cost that is approximately the same as the 
cost to residents of the other state in question. 
The professional schools involved are those of 
medicine, dentistry and veterinary medicine. 

2. To date, ten of the eleven western states 
and one territory have joined the Compact: Ari- 
zona, California, Colorado, Idaho, Montana, 
New Mexico, Oregon, Utah, Washington, Wyo- 
ming and Alaska? , 

3. Under the Compact, qualified students 
from Arizona may be certified by the Commis- 
sion for: (1) the study of medicine at. the 
University of California (San Francisco’ and 
Los Angeles), University of Colorado, Univers- 
ity of Oregon, private schools within these states 
which elect to take part in the program (such 
as Stanford, U.S.C., etc.); (2) the study of 
dentistry at the University of California, Uni- 
versity of Oregon or the University of Wash- 
ington in addition to any of the private in- 
stitutions which elect to take part in the pro- 
gram (such as the College of Physicians and 
Surgeons and U.S.C.); and (3) the study of 
veterinary medicine at the University of Cali- 
fornia, Colorado A and M or Washington State 
College. Since this is a regional compact, no 
provisions can be made for study at a profes- 
sional school outside the Compact area (em- 
bracing the states listed above). 

4. The number of Arizona students to re- 
ceive these benefits depends on the number of 
Arizona students the schools in question can 
accept and the funds supplied by the Arizona 
legislature. This number may vary from year 
to year. 

5. The benefits are awarded on an annual 
basis and a student may receive them for one 
year or for the entire period he is in profes- 
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sional school, assuming he remains eligible for 
the benefits and assuming further that the Ari- 
zona legislature continues to appropriate the 
necessary funds. 

6. To be eligible for state aid, an Arizona 
student must be a citizen of the United States 
and have been a resident of the state of Arizona 
for the last ten years or longer. 

7. To receive aid, the student must agree to 
return to Arizona and practice in this state for 
two years for each year he received state aid 
or to repay to the state the sums expended 
in his behalf as specified in paragraph 8 below. 
If the student does practice in Arizona the 
specified length of time, his obligation to the 
state is discharged thereby. If he does not wish 
to practice here, he may repay all or any portion 
of the debt not discharged by practice with 4% 
interest and be relieved of this obligation. (See 
section 4 of Senate Bill 115 of the Twenty First 
Legislature ). 

8. The benefit to the student who accepts 
aid from the state of Arizona derives from the 
fact that the state will pay to the school con- 
cerned $2000.00 per year for a medical student, 
$1600.00 per year for a dental student and 
$1200.00 per year for a student of veterinary 
medicine. These sums have been agreed upon 
by members of the Compact as representing a 
reasonable portion of the cost to the school 
concerned of educating one student for one 
year. The money so received is used by the 
receiving institutions to defray the expense of 
educating out-of-state students and to increase 
their instructional facilities so that such students 
need pay only the fee required of the in-state 
students of the school in question. Thus, Arizona 
students attending the University of Colorado 
Medical School pay approximately the same 
fees that Colorado residents pay, Arizona stu- 
dents attending the University of Oregon Dental 
School pay approximately the same fees that 
Oregon residents pay, etc. 

9. At the time of writing, some question 
remains concerning the benefits Arizona stu- 
dents will receive at private institutions. Since 
the private institutions do not differentiate be- 
tween out-of-state students and residents of the 
state in which they are located, they do not 
seem to fit into the scheme the Commission has 
set up for defraying the non-resident tuition. 
At the present time two private medical schools 
(Stanford and The College of Medical Evangel- 
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ists) and two private dental schools (The Col- 
lege of Physicians and Surgeons and The Col- 
lege of Medical Evangelists) have entered the 
Commission program by arranging a tuition 
rebate to certified students from Arizona. The 
amount of rebate varies with the institution. 
For further information on this point, the stu- 
dent is advised to write the Executive Secretary 
of the Arizona Commission. 

10. The matter of admission to any profes- 
sional school is entirely in the hands of the 
professional school concerned. The student who 
wishes to apply for financial aid must be ac- 
cepted by the professional school of his choice 
after making application in the usual way. Since 
in some cases his application may be affected 
by his eligibility to participate in the Compact 
Program, the student should apply to the Ari- 
zona Commission for financial assistance under 
the terms of the Compact AT THE SAME 
TIME HE APPLIES TO PROFESSIONAL 
SCHOOL for admission. 


DIRECTIONS FOR APPLYING FOR 
ASSISTANCE UNDER THE TERMS 
OF THE COMPACT 

If, after reading the above information, you 
feel that you are eligible for financial assistance 
under the Compact and wish to apply for it, 
you should take the following steps: 

1. Apply directly to the professional school 
of your choice for admission. The matter of 
admission is administered entirely by the school 
in question and cannot be determined or in- 
fluenced by the Commission. 

Applications must be in the hands of the 
professional schools concerned prior to the fol- 
lowing deadlines. 

For medical schools. | November 15 
‘For dental schools: December 1 
For veterinary schools: April 1 

2. AT THE SAME TIME, submit your ap- 
plication for assistance to the Arizona Com- 
mission. Your application material must include: 

a. A completed RESIDENCE AFFIDAVIT 
properly signed and notarized. 

b. TWO COPIES of an APPLICATION FOR 
CERTIFICATION, properly signed. 

c. Two snapshots to fit the space provided 
on the application blank. Do not attach to the 
blank. 

d. A signed white copy of the CONTRACT 
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WITH STUDENT. The pink copy is for your 
reference and should be retained for your files. 

8. Arrangement to have transcripts of all 
your college work sent directly to the Com- 
mission. If you have attended more than one 
institution of college level, transcripts must be 
obtained from each such institution. If part 
of your pre-professional work is in progress 
at the time this application is made, supple- 
mental transcripts of the uncompleted work 
should be sent to the Arizona Commission as 
soon as the work in question is completed. 

4. In order to be given full consideration, ap- 
plications must be received in completed form 
(together with all supporting material) in the 
office of the Arizona Commission on or before 
the following deadlines: 

For medical students: November 15 
For dental students: December 1 
For veterinary students: April 1 

Applicants received on or before these dead- 
lines will be given full consideration for cer- 
tification for the classes beginning the following 
September. 

Late applications will be considered by the 
Commission if there are uncommitted funds 
available. The student is urged to meet the 
deadlines, however, for the Commission will 
be unable to help him if the funds have been 
entirely committed or the classes at the pro- 
fessional schools have been filled. 

All correspondence with the Arizona Com- 
mission should be directed to the Executive 
Secretary of the Commission at the University 
of Arizona. 

Herbert D. Rhodes 
Department of Chemistry 
University of Arizona 
Tucson, Arizona 
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THE CASE AGAINST BIG GOVERN- 
MENT AND ITS POWER TO TAX 


L. D. Sprague, M.D. 


Wives has been the cause of more bloody 
revolutions in the history of government than 
any other one provocation. It precipitated our 
own Revolution which resulted in the founding 
of the United States of America. We are now 
in somewhat the same boat as were our found- 
ing fathers just prior to 1789. We, the people, 
must, as they did then, reassert and redefine the 
constitutional limitations on the functions of 
government. 

The Eisenhower budget is the largest peace- 
time financial document in our history — $71.8 
billion — and makes sort of a dime store out- 
lay of the new deal and the fair deal. Not in- 
dicated in budget expenditures is a large vol- 
ume of spending which is involved in the so- 
called trust funds. These expenditures, added 
to the net budget spending, bring the figure up 
to about $83 billion. When F.D.R. was elected 
to office on an “economy program” he accused 
former President Hoover of being a “spend- 
thrift and throwing discretion to the winds”. 
Mr. Hoover was then spending less than $4 
billion a year to run the Federal Government! 
Within six months after his election Roosevelt 
changed his course and began an orgy of spend- 
ing which has continued to this day under 
both Democratic and Republican administra- 
tions. 

In the past twenty years the Federal debt 
has risen from $22 billion to $280.8 billion! In- 
terest alone on this huge sum, amounting to 
$7.4 billion, requires 10% of the total tax re- 
ceipts. Senator Byrd, chairman of the Senate 
Finance Committee, has stated, “It is possible 
and in fact probable that before this astronom- 
ical sum is paid off, if it ever is, the interest 
charge will exceed the principal.” The Federal 
debt is equivalent to the full value of all the 
land, all the buildings, all the mines, all the 
machinery, all the livestock — everything of 
tangible value in the United States. 

In addition to the direct Federal debt, Federal 
contingent liabilities have increased from prac- 
tically nothing twenty-five years ago to $275 
billion today. Such contingent liabilities include 
2% million Federal employees costing $10 bil- 
lion each year. When we speak of taxation we 


May, 1957 


think mainly in terms of Federal taxation. The 
fact is, however, that there are 116,000 govern- 
mental units in the United States, 3,000 coun- 
ties, 16,000 principalities, 17,000 townships and 
79,000 school and special districts many of 
which have the power to and do levy taxes. 
State and local debts, $48 billion, a figure apart 
from Federal indebtedness, are greater than 
that of any other nation in the world with the 
exception of Great Britain who has, for all 
practical purposes, bowed down under the 
forces of Socialism. Installment purchases are 
over $95 billion on homes, $32 billion on cars 
and other installment purchases, $4 billion on 
department store charge accounts. Eight mil- 
lion American families have pledged up to 40% 
of their take home pay for things bought on 
time. All this stretches consumer credit to the 
point that even a small decline in employment 
will create havoc. Inventories are estimated 
at $81 billion and at this level no manufacturer 
will long employ labor to increase the quan- 
tities of unsold goods in his warehouses. Em- 
ployment, therefore, must decline in coming 
months. 

The Eisenhower budget of $71.8 billion for 
1958 represents a $16 billion increase over the 
average Truman budget of $55.8 billion. Let's 
reduce to more easily comprehensive terms what 
just this $16 billion increase alone might repre- 
sent. It would buy, if left in the hands of the 
American citizen, one million $16,000 homes, 
or five and one-third million $3000 automobiles 
or, almost $1000 of goods and services for every 
living person in the United States! 

The above facts should serve to convince any 
sober thinking individual that the rapidly de- 
veloping inflation that now threatens to wreck 
our economy and complete the progressive de- 
valuation of our dollar, is a by product of ‘limit- 
less income taxation and senseless, irresponsible, 
ever-increasing spending by the Federal Gov- 
ernment. The basic cause of this waste of 
money, your money, is an unreasoned convic- 
tion held by all Federal spenders that since 
there is no limit on their power to tax, there 
likewise, is no limit to their available source 
of spendable funds. They have proved this to 
the tune of $276 billion in the past twenty-five 
years. Congressman Ralph Gwinn of New York, 
states the challenge we face in this way: “The 
responsible leaders of Congress, Republican and 
Democratic, realize that Congress would wel- 
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come constitutional restrictions and limitations 
because this would give them their best defense 
against the unreasonable demands made upon 
them not only by their own constituents but 
more especially by pressure groups. I feel con- 
vinced that few individual Senators or Con- 
gressmen can resist the pressures of Socialism 
and the forces of inflation unless and until the 
States and the people enact constitutional re- 
strictions and limitations on the Federal Gov- 
ernment.” 

Congress was first given power to levy tax on 
personal income in 1913. At the time the amend- 
ment was considered its sponsors assured skep- 
tics that public opinion would never allow a 
Congress to levy a tax beyond 10% of a per- 
son’s income. The Income Tax Amendment 
places no limitation on the degree of progres- 
sive graduation of tax rates (one of the basic 
principles of Marxism) nor the percentage of in- 
come which may be taken. The confiscatory 


federal income tax rates of the past decade, 
maximum rate — 92%, illustrate the great prog- 
ress made toward the destruction of private 
property and personal freedom. That taxes only 
apply to the rich can be debunked by noting 


the fact that 83% of all money collected by the 
government from personal income taxes is taken 
from people who make less than $6,000 yearly. 
A goodly number of people are irritated by the 
Income Tax but they do not comprehend how 
the revenue from this tax has led to the enor- 
mous new powers the Federal Government pos- 
sesses. 

The Founding Fathers revolted against such 
totalitarian rule and wrote a constitution aimed 
at preventing too much power to be centralized 
in government. The 16th (Income Tax) Amend- 
ment changed all this and opened the door to 
the very thing which they feared most. One 
not need look far to see the danger always 
present when an all powerful government rules 
the nation. As governments become centralized 
and consolidate their power, the freedom of the 
individual is constricted in like amount. Em- 
pires and republics have declined for known 
reasons in the past, excessive taxation and over- 
centralization. The lessons of human experi- 
ence cannot be repealed. More and more we 
are losing control over our own earnings. If 
the power to tax is the power to destroy, as it 
certainly is, then what we are witnessing, pas- 
sively, is the destruction of our freedom. 
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The former Commissioner of Internal Rev- 
enue, T. Coleman Andrews, well summarizes 
the case against the Income Tax; “Remember, 
money is power. Your money in your hands is 
power to you. In the hands of Government, it 
gives the Government power over you. Gov- 
ernments never use unlimited power for good. 
They quickly convert it to unlimited power and 
unlimited power in any government is oppres- 
sion for all.” 

The Boston Tea Party is still symbolic. An- 
other revolution is in the making and its rum- 
blings are now beginning to be heard. The 
American taxpayer is faced with only one ge- 
course — limitation of the powers of Govern- 
ment to tax and spend by submitting to the 
states for ratification amendments to the Con- 
stitution so designed as to accomplish this pur- 
pose. 

On February 14, 1957 Representative Clare 
Hoffman of Michigan introduced H.J. Res. 232 
for repeal of the 16th Amendment to the Consti- 
tution. The resolution has been referred to 
the House Committee of the Judiciary which 
has not yet held scheduled hearings. Everyone 
who has been grumbling about taxes or the 
Federal budget should get solidly behind the 
Hoffman Resolution. Many organizations are 
actively engaged in a campaign to petition the 
State Legislatures to either vote for repeal of 
the 16th Amendment or place it on the ballots 
so that people can vote on it. Other organiza- 
tions are backing other Senators and Represen- 
tatives who have introduced measures they feel 
wll combat big government and its power to 
tax. 

The Reed-Dirksen Amendment, eliminates the 
heavy progressive rate feature from the income 
tax system to a large extent. It would limit the 
top rate of income taxes but permit Congress 
to exceed that limit by a three-fourths vote. It 
also returns to the States the sole right to tax 
inheritances and gifts. 

The Byrd-Bridges Amendment requires an- 
nual balancing of the budget by limiting con- 
gressional spending in any fiscal year to the 
estimated receipts of the Government for that 
fiscal year with provisions for exceptions in 
times of dire emergencies. 

Senator Murray, Chairman of the Senate In- 
terior and Insular Affars Committee, has intro- 
duced S-325, “to permit the free marketing of 
newly mined gold,” and SJR 16 which would 
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establish..a joint committee to study and investi- 
gate the almost non-existent gold mining indus- 
try in the United States. How does this enter 
into the problem? One of the greatest hoaxes 
ever perpetrated upon the people is the belief 
built up in the minds of our citizens that “our 
money is safe because of the gold reserves in 
Fort Knox.”- With this propaganda screen we 
have been led into the greatest inflationary debt 
binges in history. Prior to 1933 United States 
currency was fully redeemable in gold. This 
placed a practical physical limitation upon the 
power of Government to destroy the value of 
the dollar by inflationary spending. If too 
much money was pumped into the economy, citi- 
zens could protect themselves by requiring the 
Treasury to turn their paper dollars into gold. 
This privilege was denied the American citizen 
in 1933, and now all the Treasury can give you 
for paper dollars is more paper. Foreign na- 
tions and their citizens, however, can still de- 
mand and receive payment in gold for the full 
amount of their American dollars. Some $22 
billion is stored at Fort Knox and other U. S. 
storehouses against the contingency that deposi- 


tors in these foreign countries may decide that 
our paper dollars are worth less in the market 
than their established value in gold equivalent. 
$14 billion of these foreign balances are now 
located in this country in the form of short term 


banking liabilities. Foreign holders of dollars 
have an additional claim on our gold reserves 
of about $8 billion if they choose to convert 
their dollars. The consequences to the Amer- 
ican economy if these obligations had to be sud- 
denly liquidated upon demand by Foreign na- 
tions and their citizens can be readily noted in 
the fact that for practical purposes there is no 
“gold reserve”. It is evident that there is little 
or no gold at all left in our reserve to back up 
the billions of dollars in paper currency in the 
hands of the American citizens. Foreign aid 
is thus a direct attack upon the value of your 
dollar, a dollar which is a 50 cent dollar compar- 
ed to 1939 and one which has been shrinking in 
value 3% cents per year for the past 17 years. 
Remember as the Federal debt goes up the dol- 
lar goes down and it’s your dollar that is being 
shrunk out of sight. We have assumed the 
role of an international busybody with our For- 
eign Aid programs. Evidence is in abundance 
that our efforts in this field have done little 
except make us cordially disliked. Foreign aid 
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can be cut. Senator Byrd has stated some $5 
billion, others have doubled this figure. If the 
budget is trimmed the bureaucracy and its pro- 
pagandists for big government spending would 
be effectively throttled. Income taxes could 
be reduced in accordance. 

The above represents only a small percentage 
of the total effort being waged today to limit 
the powers of Congress to tax and spend and 
thereby put an end to the enormous bureaucracy 
which threatens to destroy us all and our way 
of life. The way to reduce government spend- 
ing, without disturbing a single necessary func- 
tion of Government, was provided by the sec- 
ond Commission on Organization of the Execu- 
tive Branch of the Government, more popularly 
known as the Hoover Commission. The Com- 
mission states that $155 billion are being wasted 
on un-needed goods by the military services. 
Its figures show that the Federal Government 
is losing approximately $29 billion a year in 
business which is in direct competition to pri- 
vate business. The Federal Government is the 
biggest competitor and threat to our private 
enterprise system by virtue of which we became 
the greatest nation on earth. Uncle Sam has 
some 19,711 commercial type enterprises, $15 
billion invested in commercial-industrial facili- 
ties in the Department of defense alone, ranging 
from shoe repair shops to tree and garden nur- 
series and from cement plants to sawmills. The 
Commission stated, “The Government is con- 
ducting a multitude of projects in competition 
with and to the injury of the very system upon 
which our future security and prosperity are 
based.” It made twenty-two recommendations 
to the 84th Congress but Congress made no 
move to implement these recommendations with 
laws. 

The national debt, now some $280.8 billion 
could be cut some $30 billion and perhaps more, 
at one fell swoop, by sale of all these Federal 
enterprises. At the same time the taxpayers 
would be saved some $500 million per year on 
interest paid on the debt and some $3.5 billion 
yearly appropriations by Congress could be elim- 
inated. Tax income, on the other hand, could 
be increased by $2 billion a year. This would 
mean a net saving to the taxpayer of $6 billion 
a year not withstanding the huge initial saving 
involved in selling off the enterprises. All this 
would not disturb a single necessary function of 
government according to the Commission. An 
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amendment to the Constitution to get Govern- 
ment out of business is clearly indicated. A pro- 
posed 23rd Amendment to the Constitution 
states that the Government of the United States 
shall not engage in any business, professional, 
commercial, financial or industrial enterprise ex- 
cept as specified in the Constitution. The sav- 
ings provided by such a move would go a long 
way toward providing the revenue which would 
allow marked rdeuction of or even aboltion of 
the income tax. 

The propsoals to repeal or modify the 16th 
Amendment have much to warrant serious con- 
sideration. One might easily gain the impres- 
sion from various press gleanings that nobody 
aside from a few right wing “fanatics” has any 
desire to do anything about it. It appears that 
these few right wing fanatics have been joined 
by THIRTY-TWO of the forty eight state legis- 
latures. The Idaho Legislature became the 
thirty-second state legislature to endorse a pro- 
posed constitutional convention calling for a 
ceiling on the income tax. Arizona, we are 
sorry to say, did not see fit to join her thirty-two 
sisters in their endorsement, perhaps due to the 
urgent press of other pending legislation and 
nearness of the end of the session. The legisla- 
tures of two-thirds of the states having spoken, 
Congress must, under Article V of the Consti- 
tution, call a convention which will have the 
power of submitting a formal Amendment to 
the states for ratification. The States should 
then overwhelmingly ratify such an Amendment. 
To do otherwise would, in our opinion, retain 
a governmental power utterly foreign to the 
philosophy of our American Constitutional Re- 
public (we are NOT a democracy). It is a pro- 
posal to restore to the States the Constitutional 
powers and rights belonging to them. It will 
free the people of the United States from 
the dangers inherent in all strong centralized 
government which inevitably leads to totalitar- 
ianism and loss of individual freedom. If the 
States were required to tax their people not 
only for the support of the State government 
but Federal as well (another possible solution 
revenue-wise) they certainly would be more re- 
luctant to provide Federal Aid to other States, 
or to foreign aid programs. The taxpayer would 
be much better able to make himself heard at 
the State and local level than he would in Wash- 
ington. The Federal budget can and should be 
reduced to a sane level and confiscatory taxa- 
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tion brought to an end. Something must be 
done to curb the size and power of the Federal 
Government and its bureaucracy. It appears 
that the only solution is cutting down on its 
tax revenue, the source of both its size and 
power. As one syndicated columnist, puts it, 
“If the Government would keep its cotton pickin’ 
hands out of my poke, I'd be glad to take care 


of myself”! 
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ARIZONA STATE DEPARTMENT 
OF HEALTH’S PROGRAMS 
DISEASE REPORTING 
Submitted by Jack B. Eason, M.D. 


Director of Maternal and Child Health 
Arizona State Department of Health 


M AKING reports is usually tedious and there- 


fore time consuming. Reports which are evi- 
dence of births and deaths are known to be 
necessary to the individual and to the com- 
munity. The doctor makes these no matter how 
time consuming. Many doctors question the 
justification for taking valuable time from medi- 
cal services to report the incdience of com- 
municable diseases or unusual conditions for 
which there are no readily determined etiology. 

The prevention of spread of certain com- 
municable infections is well accepted. These 
include smallpox, diptheria, tetanus, trachoma, 
tuberculosis, and the veneral afflictions. These 
must be reported promptly. Reporing such oc- 
currences as mumps, German measles, measles, 
chicken pox and whooping cough may seem 
to be a waste of time. These diseases may be 
factors, however, in the incidence of congenital 
defects of the infant whose maternal parent 
suffered one or another of these so-called minor 
communicable ailments during the first  tri- 
mester of the pregnancy. It will no doubt in 
time become important history in each prenatal 
medical record whether the mother has had 
certain of these diseases. 

Bacterial, viral, protozoal or fungus disease 
of the mother’s blood stream at any time in 
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the course of pregnancy may predispose to 
premature birth of the infant. It is only when 
we have all facts documented, assembled and 
analyzed that the physician can best serve the 
family, the mother and child in particular. Pre- 
vention of some communicable diseases in early 
childhood may seem to be undesirable. Pro- 
motion of good health may require natural 
immunity to certain diseases for which there 
are not satisfactory vaccines. 

Knowledge that is obtained by disease re- 
porting becomes knowledge useful to survival. 


JOINT MEDICO-LEGAL PLAN 
FOR SCREENING MEDICAL 
MALPRACTICE CASES 


Tie FUNDAMENTAL purposes of this plan 
are two-fold; on the one hand, to prevent where 
possible the filing in court of actions against 
physicians and their employees for professional 
malpractice in situations where the facts do not 
permit at least a reasonable inference of mal- 
practice; and, on the other hand, to make 
possible the fair and equitable disposition of 
such claims ‘against physicans as are, or reason- 
ably may be, well founded. 

Both professional groups recgonize that the 
mere filing of a malpractice action in court, 
however unjustified medically it may be, causes 
substantial harm to the reputation and practice 
of the physician concerned. Both groups recog- 
nize, at the same time, that persons having 
legitimate and meritorious grievances against 
physicians have heretofore often encountered 
the greatest difficulty in substantiating their 
claims with expert testimony in court. 

The instrumentality hereby jointly created for 
the purposes outlined above shall be known as 
‘ the joint Screening Panel of the Pima County 
Medical Society and Pima County Bar Associa- 
tion, hereafter referred to as the Panel. 

II. 
COMPOSITION OF THE PANEL 

The permanent Panel shall consist of all of 
the members of the Medico-Legal Committees 
of the Medical Society and Bar Association; 
provided, however, that neither the Society or 
the Association shall be represented by more 
than ten members on the Panel. The Panel 
may, by a majority vote of its permanent mem- 
bers, call in one or more other physicians or 
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attorneys to sit as members of the Panel in 
consideration of any particular case. Any per- 
manent member of the Panel shall disqualify 
himself from consideration of any case with 
which, by virtue of his circumstances or official 
position, he has or may have any personal or 
official connection, or as to which he feels 
that his presence on the Panel is for any reason 
inappropriate, considering the purposes of the 
Panel. 
III. 
CASES SUBMITTED 

Any attorney may submit a case for the 
consideration of the Panel by addressing a 
request, in writing, signed by both himself 
and his client, to the Chairman of the Medico- 
Legal Committee of the Bar Association. This 
letter request shall contain the following: 

1. A brief statement of the facts of the case, 
showing the persons involved, the dates, and 
the circumstances, so far as they are known, 
of the alleged act or acts of malpractice. 

2. A statement authorizing the Panel, through 
its Chairman, to obtain access to all medical 
and hospital records and information pertaining 
to the incident and, for the purposes of its 
consideration of the matter only, waiving his 
client’s privilege as to the contents of those 
records. Nothing in that statement shall in any 
way be construed as waiving that privilege for 
any other purpose or in any other context, in 
or out of court. 

3. An agreement that the deliberations and 
discussions of the Panel and of any member 
of the Panel in its deliberation of the case will 
be confidential within the Panel and privileged 
as to any other person, and that no Panel 
member will be asked in any action to testify 
concerning the deliberations, discussion and 
internal proceedings of the Panel. 

4. A request that the Panel consider the 
merits of the claim and render its report to him. 

5. A statement that the attorney has read, 
understands and subscribes to the plan for 
screening medical malpractice cases and has 
advised his client thereof and that the client 
agrees to the submission of the facts pursuant 
to the plan. 

Cases which the Panel will consider shall in- 
clude all cases involving any alleged act of 
professional negligence occurring in Pima 
County, Arizona, by a member of the Society, 
his servants, agents, or employees. 
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IV. 
PROCEDURE BEFORE THE PANEL 

Requests for review submitted to the Chair- 
man of the Medico-Legal Committee of the Bar 
Association shall be brought before the next 
regularly-scheduled monthly meeting of the 
Joint Medico-Legal Committee of the Medical 
Society and Bar Association. At that time the 
Joint Committee, sitting as the permanent mem- 
bers of the Panel, shall determine what, if any, 
additional physicians or attorneys shall be called 
to sit in review of each case, and a date and 
time shall be set for the Panel’s hearing of 
and consultation on each case. In no instance 
shall the date assigned be more than forty-five 
days after the receipt by the Chairman of the 
Medico-Legal Committee of the Bar Association 
of the request for review. In any hearing of 
any case brought before the Panel for review 
a quorum of the Panel for the purpose of de- 
ciding the issues submitted to it, shall «consist 
of a majority of those permanent members of 
the Panel who have sat on all hearings of the 
issues. 

At the time set for hearing of the case the 
attorney submitting it for review shall be present 
and shall state his case, including a resume 
of the facts constituting alleged professional 
negligence which he is prepared to prove. The 
physician or physicians against whom the claim 
is brought may be present and may make a 
statement of his or their case. The monetary 
damages in any case, if there are any, shall 
not be subject of inquiry or discussion. The 
hearing will take the form of an informal 
discussion, and no official record shall be kept. 
When the parties present have been heard the 
Panel may take the case under advisement or 
it may request that additional facts, records 
or other information be obtained and presented 
to it at a supplemental hearing, which shall 
be set for a date and time certain, not longer 
than 15 days from the date of the original 
hearing unless the attorney bringing the matter 
for review shall in writing consent to a longer 
period. Any second hearing shall be held in 
the same manner as the original hearing, and 
the attorney and physician concerned may be 
present. 

Each case shall be taken under advisement 
by the Panel which shall consider all of the 
relevant material made available to it at the 
hearings or otherwise, in the form of statements 
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or records. The Panel shall consider only 
whether, in the light of the material presented, 
there is a reasonable possibility that the acts 
complained of constitute professional negli- 
gence, and whether there is a reasonable medical 
probability that the claimant was injured there- 
by. The Panel shall make no effort to resolve 
disputed questions of fact except to determine 
whether in its judgment there is any substantial 
evidence to support the facts alleged by the 
claimant. The Panel shall make no findings 
respecting the quantum of damages in the case, 
if any there are. 

The Panel shall not make any effort to settle 
or compromise any claim, or express any 
opinion on the monetary value of any claim. 
All votes of the Panel on any such question 
before it will be by secret ballot. All decisions 
shall be taken by a majority vote of those 
permanent members of the Panel present who 
have sat on all hearings of the issue. 

Its answers to these questions shall be sub- 
mitted in writing, to the attorney bringing the 
matter for review, and, if he or his representa- 
tive has appeared before it, the physician con- 
cerned. A copy of each report shall be retained 
in the permanent files of the Panel. The de- 
liberations of the Panel shall be and remain 
secret. The written opinion shall in every case 
be signed for the Panel by its elected chairman, 
and shall contain only the conclusions reached 
by a majority of its members, except that any 
Panel member may request in writing that his 
dissent from the conclusions of the Panel be 
noted in the official records of the Panel, and 
may, at his election, append to the written 
report submitted to the parties concerned his 
own written dissenting opinion. The opinion 
reached in any case shall be treated in every 
respect as confidential between the Panel and 
its members on the one hand and the persons 
directly concerned in the case on the other. 

In any case where the Panel has determined 
that the acts complained of were or reasonably 
might be professional negligence and that the 
claimant was or reasonably may have been in- 
jured thereby, the Panel, its members and the 
Medical Society will cooperate fully with the 
claimant in retaining a physician or physicians 
qualified in the field of medicine involved, who 
will consult with and testify on behalf of the 
claimant, upon his payment of a reasonable fee, 
to the same effect as if the said physician or 
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physicians had been employed originally by the 
claimant. In a case where the Panel has de- 
termined that there is no reasonable possibility 
that the acts complained of constituted pro- 
fessional negligence and/or no reasonable medi- 
cal probability that the claimant was injured 
thereby, the attorney bringing the matter for 
review shall therefore refrain from filing any 
court action based upon it unless personally 
satisfied that strong and overriding reasons 
compel such action to be taken in the interest 
of his client, and that it is not done to harrass 
or gain unfair advantage in negotiation for 
settlement. It is not intended that the submission 
of any case to the Panel shall be considered 
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as a waiver by the attorney or his client of 
their ultimate right to decide for themselves 
whether the case shall be filed. However, any 
attorney who brings a case before the Panel 
shall weigh its conclusions in the greatest pro- 
fessional good faith. 


EDITORS NOTE: This is a plan submitted 
by the Joint Medical Legal Committee of Pima 
County for the screening of medical malpractice 
cases. It represents a proposal under considera- 
tion but not passed. However, it incorporates 
a group of thoughts worthy of consideration by 
the various component medical societies of the 
State and the State Organization. 


BLUE CROSS-BLUE SHIELD 


Pictured are Dr. Frank Edel, Phoenix, Col. Earl C. 
Lowry, Medical Corps, Washington, D.C., Dr. Carlos 
Craig, Phoenix, all seated, and Robert Carpenter, execu- 
tive secretary, Arizona Medical Association, and L. 
Donald Lau, executive director, Arizona Blue Cross- 


NEW VA POLICY STATEMENT 


To COUNCIL on Medical Service and its 
Committee on Federal Medical Services recom- 
mended to the House of Delegates this winter 
a revision and clarification of the A.M.A. policy 
statement on V.A. medical care for non-service- 
connected disabilities. 


Blue Shield. Occasion was a meeting of Arizona Medi- 
cal Association representatives and Blue Shield officials 
to discuss the Dependents’ Medical Care program, better 
known as Medicare with Col. Lowry who is Deputy 
Executive Director of the program. 


The foilowing reference committee statement, 
presented at Seattle on November 29, 1956, was 
adopted by the House: 

“Your committee feels that the suggested re- 
vision of the A.M.A. policy on veterans care 
deserves consideration. 

“With respect to the provision of medical care 
and hospitalization benefits for veterans in Vet- 
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erans Administration and other federal hospitals 
that new legislation be enacted limiting such 
care to veterans with peacetime or wartime 
service whose disabilities or diseases are serv- 
ice-incurred or aggravated. 

“Your committee recognizes that the change 
suggested by the Council on Medical Service is 
in line with past expressions of the American 
Medical Association and endorses in principle 
the paragraph as quoted above. Your Com- 
mittee recognizes the laws and administrative 
extensions of the law that are now in operation. 
It feels that under the circumstances it will 
be to the best interests of the public in general, 
and veterans in particular, if medical societies, 
county and state as well as national, develop 
committees to assist in guaranteeing Veterans 
Administration hospital admission to service- 
connected cases. 

“While the present law exists, we should 
help assure that veterans whose illness con- 
stitutes economic disaster will not be displaced 
by those suffering short-term remediable ills 
that, at the worst, constitute financial incon- 
venience.” 

The House’s second recommendation, also, 
falls within the sphere of the local physician. 
Who knows better whether a veteran's illness 
will break him financially or merely incon- 
venience him and who knows better what local 
facilities can do? 


VETERANS ADMINISTRATION 
HOSPITAL 
7th Street and Indian School Road 


V renans are eligible for outpatient treat- 
ment at Government expense only for those 


disabilities which have been adjudicated as * 


service connected by the Veterans Administra- 
tion. The only exceptions are Spanish American 
War Veterans who may be furnished outpatient 
treatment for any disability, and veterans who 
are in training for vocational rehabilitation un- 
der the provisions of Public Law 16 or Public 
Law 894 and are in need of treatment to pre- 
vent interruption of this training. 

Treatment of such veterans by private physi- 
cians may be authorized only when treatment 
at a VA facility is not feasible. In such cases, 
the veteran himself or his phyiscian may -re- 
quest the necessary authorization. Such requests 


ARIZONA MEDICINE 


305 


should be addressed to Chief, Outpatient Serv- 
ice, VA Hospital, Phoenix, Arizona. If the 
veteran’s condition is not emergent, he should 
be informed that treatment cannot be ren- 
dered until authorization has been received from 
the Veterans Administration. If the applicant's 
condition is emergent, you may render treatment 
and then immediately request authority for treat- 
ment by telephone (AM 6-2471 Ext. 261 between 
8:00 A.M. and 4:30 P.M.) on that date or on 
the first working day following, or, by mail on 
your own letterhead stationery. All inquiries 
regarding other phases of outpatient care, such 
as physiotherapy, home nursing care, ambulance 
service etc. should be addressed as indicated 
above. In case of a medical emergency, col- 
lect telephone calls are accepted. 

Hospital treatment in a VA hospital may be 
furnished veterans for service connected disabili- 
ties and also for non-service connected disabili- 
ties when a bed is available and when the 
veteran is unable to pay his private medical 
and hospital care. When no medical emer- 
gency exists, the application for hospitalization 
should usually be referred to the Veterans Hos- 
pital at Phoenix or may be referred to the Vet- 
erans Hospital nearest to the veteran’s place of 
residence. In cases where immediate hospitali- 
zation is required, the nearest Veterans Hospital 
should be contacted by telephone. 

Summaries of veteran’s medical histories will 
be furnished to private physicians upon receipt 
of requests signed by the veteran. The subject 
of prescriptions is fully discussed in the “Instruc- 
tions to Designated Physicians”. Copies of these 
instructions will be furnished to any physician 
upon request. 


M. J. WOLLENMAN, M.D. 
Chief, Outpatient Service 


ABILITY TO PAY FOR VA CARE 
(Court Decision) 


Tox LAW authorizing non-service-connected 
care states that the veteran’s. statement under 
oath of inability to pay for hospitalization shall 
be considered sufficient evidence. For some 
twenty years, this has been taken to mean 
that, once a veteran has signed the statement 
that he is unable to pay, he is eligible for 
care as soon as a bed vacancy occurs; regard- 
less of his income or net worth, the enabling 
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legislation FOR V.A. CARE does not provide 
for questioning his statement. 

In recent years, an addendum has been added 
to the Form 10-P-10, the application for admis- 
sion to V.A. hospitals, on which the veterans 
list their assets and liabilities. Since this is a 
factual, checkable statement, a veteran can be 
prosecuted for perjury if he makes a false state- 
ment in this addendum. However, the addendum 
itself does not affect the validity of the state- 
ment of inability to pay. A veteran could, for 
instance, state an income of half a million dol- 
lars and still sign with statement of inability 
to pay without breaking the V.A. enabling acts. 

In theory, regardless of the amount of a 
veteran’s income, the decision as to ability to 
pay was still a matter of his own opinion. 

This winter, however, John Petrick, a veteran 
of World War I, was brought before a United 
States District Court on charges that he falsely 
stated he was unable to pay for non-service- 
connected care at the Wichita V.A. Hospital. 
Mr. Petrick was reported to have admitted 
holding property and cash worth over $50,000 
and to have a larger than average monthly in- 
come from: farming. According to reports based 
on the court records, Mr. Petrick did not perjure 
himself in his statement of assets and liabilities, 
but listed them all in sufficient detail that it 
would be apparent he could afford private treat- 
ment for his acute illness. 

Since Mr. Petrick did not, apparently, perjure 
himself in his financial statement and since 
V.A. legislation would prohibit V.A. authorities 
from questioning his eligibility, on what basis 
was he tried? There is an act in our laws (U.S.C. 
31, Sec. 231) covering “Liability of persons 
making false claims” against the government. 
Anyone not in the armed forces who know- 
ingly makes a false statement in order to obtain 
payment of a claim against the government 
and is so convicted must pay the government 
$2,000 plus double the amount of damages sus- 
tained by the United States as a result of the 
claim. 

The Federal judge hearing the case ruled 
that Mr. Petrick knowingly made a “false, ficti- 
tious and fradulent” claim against the govern- 
ment for the medical and hospital care received 
from the V.A., on the basis that his statement 
of assets clearly indicated the falsity of his 
statement that he was unable to pay for hospital 
care. At last report, the fine had not yet been 
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set, but was expected to amount to the $2,000 
plus twice the cost of the hospital and medical 
care received. 

The only question remaining is: Why has it 
taken some twenty years of V.A. care of non- 
service-connected ailments for this statute to be 
applied to a fradulent statement of inability to 


pay? 





INDIGENT MEDICAL CARE 


Tim AMENDMENTS to the Social Security 
Act passed in 1956 provide, among other items, 
for a change in the method of financing Feder- 
ally-aided medical care for the indigent. As of 
July 1, 1957, any vendor payments (to phy- 
sicians, hospitals, etc.) for medical care of 
Public Assistance clients come under a new 
matching formula: the Federal government will 
reimburse the states for half their expenditures, 
up to an average of $6 per adult and $3 per 
child state expenditure per month. 

The amendments require coverage of all 
clients of a particular program, and equal bene- 
fits for all clients within a program. Although 
not strictly a Federal medical program, this new 
method of reimbursement seems likely to spark 
renewed interest in medical care for the in- 
digent on the part of state legislatures. The 
Council on Medical Service’s Committee on In- 
digent Care has prepared a question-and-answer 
study of the new amendments, which has been 
sent to all state medical associations, and will 
be glad to receive any questions from the states 
concerning this Act. 


INDIAN HEALTH PROGRAMS 


A RECENT survey by the Public Health Serv- 
ice again emphasizes the problem of Indian 
health; this segment of our population still has 
a health record better suited to 1857 than 1957. 
According to the survey, the average age at 
death for Indians is 39 (23 years less than the 
general population); 65 Indian infants out of 
every 100 live births die in the first year of 
life (about 2% times the general average). In- 
dian death rates from diarrheal diseases are 
eleven times the national average, from tuberbu- 
losis five times the national average, and from 
pneumonia and influenza three times the na- 
tional average. 

The Indian Health Division of the Public 





Vol. 14, No. 5 


Health Service proposes a cooperative five-year 
program to improve Indian sanitary facilities 
with Federal aid at a cost of some $29 million; 
it has also requested appropriations to improve 
hospitals and curative facilities and to expand 
public health services. 

A noteworthy part of the projected program 
is a plan to train more Indians as professional 
assistants in the health sciences. There appears 
to be already an active interest among the In- 
dian tribal councils in improvement of health 
conditions; reports indicate that current utiliza- 
tion of Indians trained as medical and dental 
assistants and sanitarians has helped build up 
local interest in health needs. 

The Public Health service has requested, for 
1958, $43 million for Indian Health, an increase 
of $5 million over 1957, to augment work on 
this problem. Some 370,000 Indians receive care 
through Public Health Service programs. 

COMMITEE ON FEDERAL MEDICAL 

SERVICES 
Louis M. Orr, M.D., Chairman 
Orlando, Florida 

Vincent W. Archer, M.D. 
Charlottesville, Virginia 

Russell B. Roth, M.D. 

Erie, Pennsylvania 

J. Lafe Ludwig, M.D. 

Los Angeles, California 
Richard L. Meiling, M.D. 
Columbus, Ohio 
Oscar B. Hunter, M.D. 
Washington, D.C. 

Donald C. Conzett, M.D. 
Dubuque, Iowa 
Thomas H. Alphin, M.D. (Consultant ) 
Washington, D.C. 

Mr. C. Joseph Stetler (Consultant ) 
Chicago, Illinois 
George Cooley, Committee Secretary 
Chicago, Illinois 
James H. Fleming, Staff Assistant 
Chicago, Illinois 





HEALTH BILLS INTRODUCED 


IN CONGRESS 
ATIONAL legislators have not held back on 


the sponsoring of many health and medical 
bills. They cover just about every phase of 
medicine and human welfare. Most of them, 
of course, never get past committees. But as 
an indicator of the growing interest in health 
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legislation these figures on bills introduced are 

illuminating: 
250 measures, 1951-1952, 82nd Congress. 

407 measures, 1953-1954, 83rd Congress. 


571 measures, 1955-1956, 84th Congress. 


POTENTIAL BENEFICIARIES OF 
FEDERAL MEDICINE 

OME of the greatest activity in the health 
field has involved laws and amendments to laws 
that widen the scope of medical care for fed- 
eral beneficiaries. The very latest is Medciare 
voted last year for military dependents. Today 
nearly one out of every four persons, including 
over 22 million veterans, is eligible to receive at 
no cost to them some degree of medical care 
from the Federal Government. 

22,599,000 living veterans as of January l, 
1957. 

5,200,000 military personnel and their depen- 
dents. 

300,000 beneficiaries of the Public Health 
Service, including 200,000 seamen, but exclud- 
ing beneficiaries of Federal Employees’ Com- 
pensation Act and Indians. 

5,100,000 public assistance recipients. 

370,000 Indians and Alaskan natives receiving 
care in 56 federal hospitals or in private facili- 
ties under contract. 

4,000,000 beneficiaries of the Federal Bureau 
of Employees’ Compensation Act (at-work in- 
juries only). 

48,627 PHS hospital admissions in 16 hospi- 
tals in 1956. 

1,042,000 out-patient visits in 121 PHS out- 
patient facilities during 1956. 

Foreign Economic Aid Programs (entirely 
U.S.) and the World Health Organization (U. S. 
largest contributor) give limited health care in 
92 foreign countries. Example: 25,300,000 chil- 
dren were vaccinated in 1956. 

7,000,000 federal employees and their depen- 
dents (will be eligible for health care if pro- 
posed legislation is enacted). 


FEDERAL HEALTH SPENDING 








Unces the impetus of new legislation enact- 
ed during the last few years and particularly 
the new emphasis on medical research — the 


federal health budget is rising steadily. Bills 
introduced in the present (85th) Congress seek 
to expand many existing programs or set up new 
ones. The following table gives the total federal 
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health bill for the current and last fiscal year 
and a breakdown of health-spending for the top 


three departments of government. 
Fiscal 1957 Fiscal 1956 Increase 
Total, all 
agencies 
Veterans’ 
Adm. 
Dept. of 
Defense .... 790,105,000 
Dept. of HEW. 772,661,800 


SOCIAL SECURITY 


F all the programs of government enacted 
in the last several decades, none has had greater 
impact on the population or has been subject 
to more liberalizing amendments than the So- 
cial Security Act of 1935. It began on a rela- 
tively modest scale, with retirement payments 
of up to $10 a month for wage-earners who 
reached age 65. At that time, there were no 
benefits for the surviving spouse and children. 

Now, 22 years later, the law has been amend- 
ed to include: (1) survivorship benefits, (2) maxi- 
mum monthly family survivorship payments as 
high as $200, and (3) a program enacted in 1956 
and effective this July 1 for payment of social 
security benefits to disabled workers at age 50. 
Efforts continue to be made to amend the law, 
including a program of free hospitalization of 
the aged, disability benefits at all ages, and 
compulsory national health insurance. Statistics 
on the program as it exists today: 

9,250,000 persons received OASI monthly 
checks in January, 1957. 

70,00,000 wage-earners are covered and be- 
ing taxed; 9 out of 10 persons in the U.S. are 
primarily “insured” or are their beneficiaries. 

$22.519,000,000 in U. S. bonds in OASI Trust 
Fund. 

Payments from the OASI Trust Fund and con- 
tributions to it are now about equal. 

Tax rate is 2%% for employees & employers 
(4%% total); 358% for self-employed. 

Under present law, 1975 rate will be 4%4% 
for employees & employers (8%% total); 6% % 
for self-employed. 

Under a 1956 law, permanently and totally 
disabled persons aged 50-65 can get payments 
equal to retirement payments. 

Over 1,000,000 inquiries already have been 
made for disability payments or “disability 
freeze”; about one-half of the more than half 
a million formal applications have been ap- 
proved. 


. . .$2,558,719,168 $2,268,826,576 12.8% 


825,024,300 790,185,800 4.4% 
818,104,500 


526,935,400 46.6% 
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DR. E. A. GRAHAM DIES AT 73 


De EVARTS A. GRAHAM, 73, who received 
the A.M.A. Distinguished Service Award in 
1950 for his pioneer work in lung surgery for 
cancer, died at Barnes hospital in St. Louis 
on Monday, March 4. Ironically, his death was 
due to cancer of the lung. The diagnosis was 
confirmed six weeks ago. 

The internationally known pioneer in chest 
surgery received many honors during his life- 
time. He served as president of the American 
College of Surgeons, 1940-41, and was chairman 
of its Board of Regents from 1951 to 1954. He 
was also one of the founders of the American 
Board of Surgery. From 1920 to 1945 he served 
as co-editor of the A.M.A. Archives of Surgery. 

During the past several years, Dr. Graham 
was a strong exponent of a link between cigaret 
smoking and lung cancer. He himself was a 
chain-smoker at one time, but gave up smoking 
10 years ago. 


DR. SEALE HARRIS DIES AT 87 





De SEALE HARRIS, who received the A.M.A. 


Distinguished Service Award in 1949 for his 
research on hyperinsulinism and its control, 
died at his home in Birmingham, Ala., on March 
18. He was 87. 

Dr. Harris, an international figure in medicine, 
edited “War Medicine” in Paris during World 
War I and later was cited by General Pershing 
“for conspicuous and meritorious service in 
France.” He received many awards during his 
lifetime, including a citation from the Medical 
Association of Alabama. 

A year after the discovery of insulin, Dr. 
Harris spent a week in Toronto with Banting, 
Best, Collip, and McLeod studying many cases 
and witnessing insulin reactions. These observa- 
tions led him to recognition of the effects in 
nondiabetic patients of excessive secretion of 
insulin. 





TEMPE CLINIC-HOSPITAL 
25 West Eighth Street 


TEMPE, ARIZONA 




















designed to 


lower corticoid dosage 


the original tranquilizer-corticoid 


* 
ry 
Ataraxoid i: 


prednisolone and hydroxyzine 


provides the emotional tranquilizer, ATARAX® (hydroxyzine) and the pre- 
ferred corticoid, STERANE® (prednisolone) « control of emotional factors 
by tranquilization enhances response to the corticoid for greater clinical 
improvement e often permits substantial reductions in corticoid dosage, 
accompanied by reduction of hormonal side effects + confirmed by marked 
success in 95% of 1095 cases of varied corticoid indications' 


ATARAXOID now written as 


5 mg. prednisolone, 10 mg. hydroxyzine hydro- 
chloride, in green, scored tablets. Bottles of 30 
and 100. 


and now available as NEW 


2.5 mg. prednisolone, 10 mg. hydroxyzine 
hydrochloride, in blue, scored tablets. Bottles 
of 30 and 100. 


NEW Ataraxoid 1.7 


1.0 mg. prednisolone, 10 mg. hydroxyzine 
hydrochloride, in orchid, scored tablets, Bottles 
of 100, 


advantages: (1) greater flexibility of dosage 
(2) effective tranquilization permits lower 
corticoid dosage 


1. Personal communications *Trademark 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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T CIVIL DEFENSE 

HE BOARD of Trustees recently authorized 
the A.M.A. Council on National Defense to 
go ahead with a research project, proposed by 
the Federal Civil Defense Administration, to 
study the best method of providing medical care 
to the surviving population — casualty and non- 
casualty — in the event of an enemy attack. 

Planning for such an exhaustive study is 
now underway, and Council Secretary Frank 
W. Barton estimates the project will require 12 
to 15 months to complete. The cost, estimated 
at $150,000, will be financed by the Federal 
Civil Defense Administration. 

The Trustees looked with favor on the study 
because they felt that physicians would carry 
the primary burden and final responsibility 
for providing medical care for the American 
people in the event of an all-out war or na- 
tional emergency. 

In explaining the project to the Board, Mr. 
Barton said that a special committee, under the 
direction of the Council, will be responsible 
for the establishment, planning and direction 
of the study. Membership will consist of two 
members of the Council on National Defense, 
two from the Council on Medical Service, and 
two physicians, who will be selected from the 
geographical area in which a field study will 
be made. Representatives of the Federal Civil 
Defense Administration, U. S. Public Health 
Service and national health and medical or- 
ganizations will assist the six-member committee. 

The committee members will be named early 
in April during the regular meetings of the 
Council on National Defense and the Council 
on Medical Service. The committee will then 
meet with Civil Defense Administration offi- 
cials in Battle Creek for briefing purposes and 
also to select the metropolitan area to be 
studied. Later, the state and local medical 
societies in that area will be asked to name 
two local physicians who will also serve on 
the committee. 

As an example of medical and health prob- 
lems associated with an enemy attack, Mr. 
Barton cited “Operation Alert 1956” which in- 
volved a mythical attack last July on Wash- 
ington, D.C. and 45 of 70 critical civilian 
target areas. As a part of the test, the President 
and key government officials and agencies set 
up distant relocation headquarters. 

As a result of this selected attack pattern 
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there were 25 million casualties of which about 
19 million died by the 60th day. In addition 
there was a minimum of 40 million displaced 
persons. There were 32,650 casualties among 
physicians and 55,630 among nurses. The loss 
of acute general beds was 37,300 and 123,900 
were radioactive; the loss of long-term beds was 
14,400 and 35,100 were radioactive. 

The potential loss of professional health per- 
sonnel and _ facilities is tremendous. Approxi- 
mately 60 per cent of such personnel live in 
the 70 critical target areas. There are 5,436 
general hospitals in the United States; 3,466 are 
less than 100 beds and contain 146,153 beds; 
1,955 are more than 100 beds and contain 
539,502 beds. The majority of the latter are in 
the metropolitan target areas. 


TEN CANCER FILMS FOR 


T PHYSICIANS 

HIS series of 10 kinescopic films was origin- 
ally telecast live and in color as part of a 
medical education program sponsored by the 
American Cancer Society and the Columbia 
Broadcasting System. They originated from 
the Frances Delafield Hospital and Memorial 
Center for Cancer and Allied Diseases in New 
York City. 

These films are now available without cost to 
professional audiences throughout the State. 
They will be shipped post paid anywhere in Ari- 
zona. Bookings should be made through the 
Arizona Division, American Cancer Society at 
1429 North First St., Phoenix, Arizona. ALpine 
4-7192. 

A summary of each program has been writ- 
ten, and will be furnished free if the Cancer 
Society is given notification and the approxi- 
mate number of people expected to attend. If 
requested, a motion picture sound projector and 
screen can also be made available without 
charge. 

The films available at present are: 

Lymphomas and Leukemias, 16 mm. in color, 
sound; 55 minutes. 

Moles and Melanomas, 16 mm. in color, sound; 
49 minutes. 

Kinescope Promotional Trailer, 16 mm. in 
color, sound; 5 minutes. 

Differential Diagnosis of Uterine Bleeding, 
16 mm., color, sound; 45 minutes. 

Chemotherapy; A Research Frontier, 16 mm., 
color, sound; 44 minutes. 
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Tumors of the Bone, 16 mm., color, sound; 
49 minutes. 

Cancer of the Cervix, 16 mm., color, sound; 

47 minutes. 

The Diagnosis of Breast Cancer, 16 mm., color, 
sound; 45 minutes. 

Cancer Detection, 16 mm., color, sound; 38 
minutes. 

Tumors of Childhood, 16 mm., color, sound; 
{4 minutes. 

Hormonal and Chemical Treatment of Can- 
ser, 16 mm., color, sound; 52 minutes. 


BUSINESS MANAGEMENT IN 


MEDICAL PRACTICE 
SERIES of 10 film presentations dramatiz- 
ng the business problems of starting a new 
practice is now being released by Mead John- 
son & Company for showing to medical students, 
interns, and residents. 

Entitled “Business Management in Medical 
Practice,” the copyrighted series consists of the 
films with accompanying commentaries by spe- 
cially trained Mead Johnson representatives. 
Showings will be available to medical teaching 
centers and hospitals. 

The first film, “Where Should I Practice?” 
was released April 1. 

The second and third films, “Financing the 
New Practice” and “Solo, Partnership, or Group 
Practice?” will be released about July 1. 

Other films in the series, whcih will be re- 
leased individually at appropriate intervals: 

“How to Establish Proper Fees and Promote 
Collection.” 

“How Much Liability, Property and Health 
and Accident Insurance Do I Need?” 

“Doctor-Patient Relations . . . Public Rela- 
tions.” 

“Personnel Selection and Training.” 

“A Personal Life Insurance and Basic Estate 
Program.” 

“Office Layout and Design.” 


PRINT FAMILY HEALTH RECORD 


BOOKLETS 
HE A.M.A. Board of Trustees has authorized 


preparation of a Family Health Record. It is 
planned to have this attractive, 12-page booklet 
distributed through state medical societies. The 
booklet will serve as a repository for pertinent 
medical information on each member of a 
family. Full distribution plans will be announced 
shortly. 
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LOCATION OPPORTUNITIES 

ASHFORK — Pop. 700 — North centrally 
located — Railroad center — Contact the 
Women’s Club, Ashfork, Arizona. 

BENSON — Excellent opportunity for GP — 
This St. David-Benson trade area has about 
5000 population with only one doctor available. 
Contact Mrs. Thomas Allen, Secretary, Benson 
Business Association, Benson, Arizona. 

CAMP VERDE — Located in the heart of 
a large farming and ranching area on the Verde 
River. Approximately 100 miles north of Phoe- 
nix. Badly in need of a medical doctor. Contact 
Ivy N. Moser, R. N., Camp Verde, Arizona. 

GILA BEND — Pop. 2,500 — 80 miles west 
of Phoenix — Nearest town to the Painted Rock 
Dam Project — Good opportunity for general 
practitioner. Cattle, cotton and general farm- 
ing. Office and equipment available. $150 
monthly income from Board of Supervisors. 
Contact Mrs. J. F. Allison, Box 485, Gila Bend, 
Arizona. 

LAS CRUCES, NEW MEXICO — In South 
Central part of State and not too distant from 
El Paso, Texas. Population is approximately 
22,000, boasts State College and White Sands 
proving grounds. General Hospital, 85 beds, 
fully accredited and staffed by fourteen (14) 
doctors. Need Urologist, Anesthesiologist and 
Obstetrician-Gynecologist. For full details write: 
A. M. Babey, M.D., President of the Staff, 250 
West Court Street, Las Cruces, New Mexico. 

MORENCI — Mining community located near 
New Mexico-Arizona border — Pop. 10,000. Has 
vacancy at hospital for GP. Contact Carl H. 
Gans, M.D., Morenci Hospital, Morenci, Ari- 
zona. 

PAYSON — Pop. 1,800 — Have completed 
and equipped a new clinic. Are badly in need 
of a medical doctor and the closest medical 
facilities are 80 miles away. For further infor- 
mation contact Mr. Walter Surrett, President, 
Payson Clinic, Payson, Arizona. 

TUCSON — The V.A. Hospital has two 
vacancies at the present time — one is for 
an internist on the Medical Service and the 
other is for either a general or thoracic surgeon. 
State license is necessary, but not necessarily 
an Arizona license. Contact S. Netzer, M.D., 
Director, Professional Service, V.A. Hospital, 
Tucson, Arizona. 

TUCSON — Opening for a board certified 
or board eligible Orthopedist to form and 
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head in Orthopedic Department in the Tucson 
Clinic. Must have had good training in pediatric 
orthopedics as well as acute trauma and re- 
constructive work. Are looking for a younger 
man; however, are willing to consider any well- 
trained physician regardless of age. If in- 
terested, contact D. J. Heim, M.D., The Tucson 
Clinic, 116 North Tucson Boulevard, Tucson, 
Arizona. 

YOUNGSTOWN — Pop. 130 — Located 16 
miles from Phoenix, 4 miles from Peoria, 1% 
miles from El Mirage, 1 mile from Surprise, 
each a potential field of practice. Most resi- 
dents are 60 years of age or older and are in 
need of medical care. Office space is currently 
provided at no rental. A medical center is being 
planned. Interested doctors may contact Mr. Sid 
Lambert, Box 61, Marionette, Arizona. 

YUMA — Pop. 15,000 — Situated in the South- 
west corner of the State on the Colorado River 
— Semi-retired medical doctor, possibly a GP, 
may work part time or full time. He may do 
his own surgical procedures or may call upon 
local surgeons to do surgical procedures. If he 
would wish, he may be director of the Yuma 


County Health Unit which is an administrative 
position. Now paying $6,600 annually for a 
permanent part time physician. However, it 
could be revised upward considerably if he 
would handle his own surgery and the health 
unit. If interested, contact Mr. R. L. Odom, 
P. O. Box 1112, Yuma, Arizona. 


FOR INFORMATION ON OPPORTUNI- 
TIES IN THE FIELD OF INDUSTRIAL 
MEDICINE, CONTACT: 

Harold J. Mills, M.D., Phelps Dodge Hospital, 
Ajo, Arizona. 

Carl H. Gans, M.D., Phelps Dodge Hospital, 
Morenci, Arizona. 

Ira E. Harris, M.D., Miami-Inspiration Hos- 
pital, Miami, Arizona. 

Charles B. Huestis, M.D., Box 928, Hayden, 
Arizona. 

Elvie B. Jolley, M.D., Copper Queen Hospital, 
Bisbee, Arizona. 

H. W. Finke, M.D., Magma Copper Company 
Hospital, Superior, Arizona 

John Edmonds, M.D., Kennicott Copper Cor- 
poration Hospital, Ray, Arizona. 





LOCATION INQUIRIES 
BARTON, DAVID W., M.D., Cohocton, New 


York, GP, 1944 graduate of Cornell University. 


MEDICINE 


May, 195; 


Presently in active practice. Interested in clin 
ical practice. Available summer of 1957. 

DAVIS, BERNARD MARTIN, M.D., 10! 
Tunbridge Road, Baltimore 12, Maryland, ObG 
1951 graduate of Georgetown University Medica 
School. Was originally a general practitioner 
but will complete three years of residency train 
ing in July and then wishes to locate for spe 
cialty practice. Particularly interested in clinic 
with preferably 9 to 12 physicians. 

EITEL, GEORGE D., M.D., 1409 Willow St. 
Minneapolis, Minnesota, S, 1924 graduate oi 
University of Minnesota. Particularly interest 
ed in position as chief surgeon or medical direc- 
tor in industrial medicine. Desires regular hours 
Has current Arizona license. 

FUGLESTAD, EDSON VERCEL, M.D., 1157 
Randolph, St. Paul, Minnesota, GP, 1953 gradu 
ate of Baylor University. Diplomate of National! 
Board. Interested in partnership, assistant o: 
associate practice. Available July 1, 1957. 

IDDLES, ALAN, M.D. (Capt. MC 04035232) 
16th Field Hospital, APO 696, New York, New 
York, GP, Has had residencies in obstetrics 
and gynecology and general surgery. Available 
in March. Interested in starting a small group 
practice with several other physicians who are 
leaving the Army a few months later. 

JENSEN, RALPH, M.D., 307 LaMarina, Santa 
Barbara, California, GP, 1955 graduate of Uni 
versity of Cincinnati. Desires assistant or asso 
ciate general practice in the Phoenix area. Now 
completing residency in general surgery. Avail 
able July Ist of this year. 

KASE, SIDNEY, M.D., 440 West Cowles 
Street, Long Beach, California, GS and Or 
Interested in general or industrial practice. Wil! 
be released from military service in July of thi: 
year. 

McGANLESS, EDGAR S., M.D., 318 Avenu« 
B West, Barksdale, AFB, Shreveport, Louisiana 
Pd. Interested in group or associate practice ii 
pediatrics. Will be available in April. 

STERN, GERTRUDE S., M.D., 910 West Enc 
Avenue, New York, New York, Pd. Board cer 
tified pediatircian and at present Assistant Clin 
ical Director of the Pediatric OPD at the New 
York Hospital. Wishes to relocate with husband 
(Below.) 

STERN, SEYMOUR H., M.D., 910 West En 
Avenue, New York City, S-TS. Has had resi- 
dencies in thoracic and general surgery, pos 
graduate training in surgical anatomy and sur 
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gical pathology. Wishes to relocate with wife. 
(Above). 

CARDONA, ARISTIDES, M.D., 106 Sims 
Road, Syracuse, New York, GS, Wishes to re- 
locate to finish residency. Interested in clinic, 
associate or institutional practice. Available in 
lune of this year. 

CORWIN, JAMES HOWELL, M.D., North 
Avenue Apartments, B-7, Washington, Pennsyl- 
vania, GP, 1956 graduate of Jefferson Medical 
College. Desires general, assistant or associate 
wartice. Available August 1, 1957. 

CRONIN, JOHN, JR., M.D., 1100 Lathrop 
Avenue, River Forest, Illinois, OALR, 1942 
srarluate of Loyola Medical School. Presently 
practicing the specialty of otolaryngology; en- 
doscopy, neck surgery in Illinois. Desires clinic, 
issociate or assistant practice. 

FISHMAN, RONALD, M.D., Grace-New 
Haven Community Hospital, New Haven, Con- 
necticut, I, 1953 graduate of Temple University. 
Presently resident physician in cardiology. Pre- 
fers assistant or associate practice. Available 
July 1, 1957. 

JORDAN, ROBERT HENRY, M.D., 1517 
Roseland Drive, Birmingham 9, Alabama, I, 1953 
graduate of University of Virginia. Interested 
in general, clinic or associate practice. Avail- 
able in July of this year. 

MORAN, THOMAS WESLEY, M.D., 107 
Gerry Road, Chestnut Hill, Massachusetts, GS, 
1947 graduate of Jefferson Medical College. Six 
years of training in specialty, Board qualified. 
Desires clinic or associate practice. Available 
August, 1957. 

ORR, ISRAEL, M.D., 7016 South Cregier 
Avenue, Chicago 49, Illinois, Anes, 1954 grad- 
uate of Chicago Medical School. Presently serv- 
ing residency in Anesthesiology. Available Sep- 
tember 1, 1957. 

PERLE, MARTIN HAROLD, M.D., 122 - 56th 
Street, West New York, New Jersey, Or, 1949 
graduate of Indiana University. Board certified. 
Interested in clinic, associate or institutional 
practice. Available now. 





NATUROPATHS 


1 
Govennon Collins of Florida recently re- 
leased a report which deals a heavy blow to 
naturopaths in that state. 

The governor's report, based on an investi- 
gation which was begun last September, recom- 
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mends that the Florida legislature “abolish the 
practice of naturopathy.” It is estimated that 
there are about 350 naturopaths in Florida. 

The 109-page report, a copy of which was 
received by the A.M.A. Bureau of Investigation, 
reviewed among other things the details of 
so-called schools claimed as sources of diplomas 
by naturopaths licensed in Florida. The report 
said: 


“Information pertaining to naturopathic edu- 
cation is difficult to obtain because schools are 
small affairs of a fly-by-night character with 
few students, and several months of investiga- 
tion, including correspondence and on-the-spot 
visiting, revealed no school which confines its 
teachings to naturopathy. In every instance 
where any type of school existed, naturopathy 
was nothing more than part of a course given 
for the training of chiropractors.” 

The investigator further reported: 


“None of the so-called schools had even one 
adequately trained teacher on the faculty, for 
there is no naturopathic school where they 
could be adequately trained; none has one 
worthily-equipped laboratory; none conducted 
a clinic in which a wide variety of common 
diseases could be studied; none had any afillia- 
tion with a worthy hospital, and none existed 
where any internship, externship or preceptor- 
ship is required.” 


The naturopathic situation in Florida is unique 
since these so-called drugless healers are, by 
reason of judicial interpretation of licensing 
laws, able to dispense and prescribe narcotics 
and antibiotics. 


CORONARY HEART DISEASE: Angina Pectoris — Myocardial 
Infarction by Milton Plotz, M.D. 353 pages. Illustrated. (1957) 
Hoeber-Harper. $12. 


From the foreword; “The era just dawning, 
when illness is managed by physiologic prin- 
ciples and not by custom and when a great de- 
crease in second attacks of coronary disease 
seems attainable, is fully described in the meticu- 
lous treatise to which Milton Plotz has devoted 
many years of preparation — by study, by dis- 
cussion with leaders in the field, and by daily 
practical experience. The subject demands a 
full and up-to-date presentation, and the prac- 
ticing physician and the beginner in medicine 
are fortunate to have such a volume as Dr. Plotz 
has given us.” — William Dock, M.D. 


Stacey’s Medical Books, San Francisco 
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WAYLAND 


PRESCRIPTION PHARMACIES 
INC. 


w 


13 E. Monroe Street 
Phone Alpine 4-4171 


PHOENIX, ARIZONA 
* 


FREE DELIVERY 











A COMPLETE SURGICAL 
APPLIANCE SERVICE FOR 
YOUR PATIENT 


Hospital and Home calls made at your direction 
Rentals of Wheel Chairs, Walkers, Crutches, 
etc. — Supports Fitted Exactly As Prescribed 

Graduate Men & Women Fitters 
Clean Private Fitting Rooms 


Grove’s Surgical Supports 
Store 





3123 N. Central Ave. 


3% blocks north of Thomas Rd. 
Phone CR 4-5562 
PHOENIX, ARIZONA 

















New Copy Maker 
cuts billing costs 


q 
| 


aL ee 


All-Electric process directly copies your 
itemized acccunt cards in just 4 seconds! 


The All-Electric THERMO-FAX “Secretary” Copying Machine 
makes statements directly from your itemized office account cards in just 
4 seconds! Copies are exact. No proofreading necessary. No time 
consuming retyping. Exclusive All-Electric process uses no chem- 
icals or negatives...you copy originals in one direct step. Cost per copy 
as low as 4%¢. No special installations needed. 

Call now for demonstration on the new all-Electric 
wov to simpl’fv your bil'ing. 








HEINZE @ BOWEN @ HARRINGTON, INC, 


424 NORTH CENTRAL AVENUE 








STATIONERS — OFFICE OUTFITTERS 
Since 1918 
Inside Parking — Phone Al 8-7161 





decisions 
to make... 
no details 
to handle. 


This man sleeps well. He doesn’t toss in bed at night 
wondering whether to buy XYZ stock . . . whether he 
should sell PDQ . . . how to handle the warrents he just 
received . . . what to do about the rights lying on his 
desk. At night he sleeps peacefully. During the day he 
concentrates on his business affairs. He considered the 
risks and the advantages and invested in Mutual Fund 


Shares. 


Ed. Murray & Co. 
409 North Central Ave. 
AL 4-0315 Phone AL 2-9192 
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Future Meetings 


The Twelfth Annual Meeting of the 
Ogden Surgical Society 


Tm OGDEN Surgical Society is pleased to 
announce the Scientific program of the annual 
meeting to be held May 22, 23 and 24, 1957. 

PLACE: Ogden, Utah, The Scientific meet- 
ings will be held at the Egyptian Theatre, 2439 
Washington Blvd. 

PROGRAM: The following doctors have been 
obtained as guest speakers: 

J. W. Cole, Associate Professor of Surgery, 
Western Reserve University School of Medicine, 
Cleveland, Ohio. 

Robert L. Craig, Instructor in Surgery, North- 
western University Medical School, Chicago, 
Illinois. 

Clement A. Finch, Professor of Medicine, 
University of Washington School of Medicine, 
Seattle Washington. 

Louis Goodman, Professor of Pharmacology, 
University of Utah College of Medicine, Salt 
Lake City, Utah. 

Stuart W. Harrington, Professor of Surgery, 
Mayo Foundation, Rochester, Minnesota. 

Dwight E. Harken, Assistant Professor of 
Surgery, Harvard Medical School, Boston, Mas- 
sachusetts. 

Joseph L. Hollander, Assistant Professor of 
Medicine, University of Pennsylvania School of 
Medicine, Philadelphia, Pennsylvania. 

John C. Jones, Associate Clinical Professor 
of Surgery, University of Southern California 
School of Medicine, Los Angeles, California. 

Raymond E. Jordan, Assistant Professor of 
Oto-Laryngology, University of Pittsburgh, Pitts- 
burgh, Pennsylvania. 

D. Frank Kaltreider, Professor of Obstetrics 
& Gynecology, University of Maryland School 
of Medicine, Baltimore, Maryland. 

Walter G. Maddock, Professor of Surgery, 
Northwestern University Medical School, 
Chicago, Illinois. 

Alton Ochsner, Chief Surgical Staff, Ochsner 
Foundation, New Orleans, Louisana. 

James T. Priestley, Professor of Surgery, Mayo 
Foundation, Rochester, Minnesota. 

Charles B. Puestow, Clinical Professor of Sur- 
gery, University of Illinois College of Medicine, 
Chicago, Illinois. 
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William M. Wallace, Professor of Pediatrics, 
Western Reserve University School of Medicine, 
Cleveland, Ohio. 

Jack K. Wickstrom, Professor of Orthopedic 
Surgery, Tulane University School of Medicine, 
New Orleans, Louisiana. 

ENTERTAINMENT: Informal parties will be 
held on Wednesday and Thursday evenings for 
all who have registered and their wives. Social 
events will be arranged for the ladies in at- 
tendance. 

REGISTRATION: Make hotel registrations 
at once through the chairman of the Registration 
Committee, Doctor L. D. Nelson, Washington 
Terrace, Ogden, Utah. 


AMA PLANS OUTSTANDING 
MEDICAL MEETING IN JUNE 


Fwesicioes attending the AMA’s 106th An- 
nual Meeting in New York City June 3-7 will 
find a star-studded revue of exhibits, scientific 
lectures, medical films and color television pro- 
grams lined up for their pleasure and enlighten- 
ment. Approximately 18,000 physicians from all 
over the country are expected to participate in 
this world-famous “short course” in postgradu- 
ate medical education. Focal point of the scien- 
tific program will be the Coliseum — New York's 
new exhibition hall — with four floors devoted 
to technical and scientific exhibits, many of the 
scientific meetings and the color television pro- 
gram. A number of section meetings plus the 
scientific film program will be held in hotels 
near the exhibit hall. Headquarters for the 
House of Delegates will be the Waldorf Astoria. 

An outstanding scientific lecture program is 
being arranged by the Council on Scientific As- 
sembly. Kicking off the general scientific pro- 
gram on Monday morning, June 3, will be a 
review of recent progress in surgery while the 
afternoon session will deal with recent advances 
in medicine. Tuesday morning’s general meet- 
ing will feature a discussion on the use and 
abuse of mood-altering drugs in daily practice. 

Formal section meetings will run from Tues- 
day afternoon through Friday morning. Many of 
the sections will combine to present special 
symposiums and panel discussions. The Section 
on Miscellaneous Topics is arranging sessions 
on allergy, legal medicine with a mock trial 
involving the testing of drinking drivers, and 
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methods of improving communication in medi- 
cine. A number of exhibit-symposiums and ques- 
tion-and-answer conferences also will be held. 
Special exhibits on fractures, diabetes, perinatal 
mortality, pulmonary function testing, fresh 
tissue pathology, arthritis, and nutrition also will 
be presented. 

The color television program presenting live 
surgical procedures from Roosevelt Hospital will 
again be sponsored in cooperation with Smith, 
Kline & French Laboratories. 

A foreign air is being added to the regular 
medical film program for the first time. More 
than 20 foreign countries are sending special 
films dealing with many aspects of medical 
science to the “international medical film pro- 
gram.” Both the international and regular film 
programs will be held at the Barbizon Plaza 
Hotel. 

Registration officially opens at the Coliseum 
Monday at 8:30 a.m. and closes Friday noon. 
Advance registrations will be accepted Sunday 
from 12 noon to 4:00 p.m. The exhibit hall will 
be open to “doctors only” on Tuesday and Wed- 
nesday mornings to give physicians an opportun- 
ity to circulate more freely among the technical 
and scientific exhibits. For your comfort, the 
new Coliseum has many facilities, including 
air conditioning, escalators, elevators, a cafe- 
teria, and snack bars. 

Physicians and their wives should plan now 
to attend this worthwhile medical conclave. 
Further details will be published in the Journal 
of the AMA. 


AMERICAN MEDICAL ASSOCIATION 
POST-SESSION TOURS 


P OST-SESSION tours to Europe and Bermuda 
are being offered A.M.A. members following the 
Association’s Annual Session in New York City, 
June 3-7, 1957. Two European tours are offered 
— one of 24 days to France, Italy, Switzerland, 
Belgium, and France, and one of 38 days, which 
is a longer holiday, visiting England, Belgium, 
Holland, Germany, Switzerland, Austria, Italy 
and France. 

In cooperation with the World Medical As- 
sociation, special scientific sessions of exceptional] 
interest have been planned in London, Pari; 
and Geneva. 

In addition to Europe, the post-session pro. 
gram includes three trips to Bermuda, designed 
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for those who may not have sufficient time for a 
European vacation. One trip is five days long 
— the other eight days, with an opportunity 
to make the round trip by air, or go one wa) 
by steamer. 


ELEVENTH ANNUAL ROCKY 
MOUNTAIN CANCER CONFERENCE 
Denver, July 10, 11, 1957 


! 

Guest speakers are: Drs. Richard H. Over 
holt, Boston, Surgeon; L. Henry Garland, Sai 
Francisco, Radiologist; Seymour M. Farber, Sar 
Francisco, Internist; Joseph Bank, Phoenix, Gas 
troenterologist; Alton Ochsner, New Orleans 
Surgeon; Joseph A. Cunningham, Birmingham 
Pathologist; and Arthur T. Hertig, Boston, OB- 
GYN Pathologist. The two symposia will be 
based upon Cancer of the Lung and Cancer of 
the Stomach. 





THE AMERICAN CONGRESS OF 
PHYSICAL MEDICINE AND 
REHABILITATION 


Tm 35th annual scientific and clinical session 
of the American Congress of Physical Medicine 
and Rehabilitation will be held September 8-18, 
1957 inclusive, at Hotel Statler, Los Angeles. 

Scientific and clinical sessions will be given 
September 9, 10, 11, 12 and 13. All sessions 
will be open to members of the medical pro- 
fession in good standing with the American 
Medical Association. 

In addition to the scientific sessions, annua! 
instruction seminars will be held. These lec- 
tures will be open to physicians as well as to 
therapists, who are registered with the Amer 
ican Registry of Physical Therapists or th« 
American Occupational Therapy Association. 

Full information may be obtained by writing 
to the Executive Secretary, Dorothea C. Augus 
tin, American Congress of Physical Medicin 
and Rehabilitation, 30 North Michigan Avenue 
Chicago 2, Illinois. 





MODERN OFFICE GYNECOLOGY by George Blinick, M.I 
and Sherwin A. Kaufman, M.D. 218 pages. Illustrated. (1957 
Lea & Febiger. $4.50. 


This is about,as condensed as you could wis! 
The first two sections will prove readily useful to 
general practitioners. The third section, giv- 
ing an annotated bibliography, is alone wort) 


the price of admission. 
Stacey’s Medical Books, San Francisco 
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hauwiloid 


A Better Antihypertensive 


“We prefer to use 
alseroxylon (Rauwiloid) 


since it is less likely to produce excessive fatigue and 
weakness than does reserpine.”’! Up to 80% of patients 
with mild labile hypertension and many with more 


severe forms are controlled with Rauwiloid alone. 


1. Moyer, J.H.: J. Louisiana M. Soc. 
108:231 (July) 1956. 


r . . 

A Better Tranquilizer, too 
*...relief from anxiety resulted in generally in- 
creased intellectual and psychomotor efficiency with 
a few exceptions.”? Rauwiloid is outstanding for its 
nonsoporific sedative action in a long list of unre- 
lated diseases not necessarily associated with hy- 


pertension but burdened by psychic overlay. 


2. Wright, W.T., Jr., et al.: J. Kansas M. Soc. 
57:410 (July) 1956. 


Dosage: Merely two 2 mg. tablets at bedtime. 
After full effect one tablet suffices. 


Best first step when more potent drugs are needed 


Rauwiloid is recognized as basal 


medication in all grades and types 
of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, making 
smaller dosage effective and freer 
from side actions. 


Rauwiloid +Veriloid 

In moderate to severe hyperten- 
sion this single-tablet combination 
permits long-term therapy with de- 
pendably stable response. Each tablet 
contains 1 mg. Rauwiloid (alseroxy- 
lon) and 3 mg. Veriloid (alkavervir). 
Initial dose, 1 tablet t.i.d., p.c. 


Rauwiloid + 

Hexamethonium 
In severe, o ise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 4% 
tablet q.i.d. 


Riker LOS ANGELES 
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ARIZONA'S LEADING OFFICE 
FURNISHERS AND DESIGNERS 
5\25 
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Established /W9 - — 4 
OrPFICE EQUIPMENT 


1636 NORTH CENTRAL S50 WEST THOMAS ROAD ~ PROEHIX, ARtzene 
(just north of McDowell) 




















Equipment Is Sometimes 
shcaisingacl No Better Than The 


Health Needs 
Since 1908 


Fyan-Eoans | |WE SERVICE PROPERLY 


Follow-up Service Needed. 





RUG STORES 


Phoenix - Tempe - Globe - Miami - Superior 
Surgical Supply Co. 





Casa Grande - Glendale 


Widhouhure - Tessen 1030 E. McDowell Rd. — AL 4-5593 


PHOENIX, ARIZONA 
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The Case History in this discussion is selected 
from the Case Records of the Massachusetts Gen- 
eral Hospital, and reprinted from the New England 
Journal of Medicine. The discussant under Differ- 
ential Diagnosis is a member of the staff of the 
Massachusetts General Hospital. The other dis- 
cussants are members of the Phoenix Clinical Club. 











MASSACHUSETTS GENERAL 
HOSPITAL 
PRESENTATION OF CASE 41352 


A FIFTY-THREE-YEAR-OLD man was ad- 
mitted to the hospital because of severe ab- 
dominal pain. 

Five days before admission, when fever and 
a sore throat developed, he was ordered to bed 
by his physician. He had no cough or pain in 
the chest. Three days later vague epigastric dis- 
tress and gaseous eructations began. On the 
morning of admission, four hours before ad- 
mission, he was suddenly siezed by epigastric 
pain, which became generalized within a short 
time. He was nauseated and vomited recently 
ingested food. The pain did not radiate to the 
back or shoulder. He had had no melena, hema- 
temesis, constipation or diarrhea. 

A peptic ulcer (? duodenal or gastric) had 
been demonstrated by a gastrointestinal x-ray 
series five years previously after symptoms of 
epigastric pain. He was treated by his physician 
with medications and a bland diet that he had 
since followed only as dictated by symptoms. 
He experienced periodic episodes of epigastric 
pain and “heartburn.” 

Physical examination revealed a flushed, toxic- 
appearing man in acute pain and very reluctant 
to change position. The heart was normal. The 
lungs were clear except for a few inspiratory 
stickly rales. The abdomen was tense and tender 
throughout. The tenderness was rated four 
plus in the epigastrium and two plus in the 
right lower quadrant. Very rare peristaltic waves 
were heard. Rectal examination was negative. 

The temperature was 102° F., the pulse 120, 
and the respirations 30. The blood pressure was 
130 systolic, 80 diastolic. 

The urine was normal except for granular and 
hyaline casts and a few red and white cells per 


high-power field in the sediment. Examination 
of the blood revealed a hemoglobin of 17 gm. 
per 100 cc. and a white-cell count of 7400. The 
sodium was 136 miliequiv., the potassium 3.5 
milliequiv., and the chloride 94 miliequiv. per 
liter; the nonprotein nitrogen was 47 mg., and 
the amylase 8 Russell units per 100 cc. A guaiac 
test on the stool from the rectal examination 
was negative. A plain film of the abdomen 
showed gas-filled loops of small and large bowel 
and free air under both leaves of the diaphragm. 
An x-ray film of the chest showed linear atelecta- 
sis in both bases. An exploratory laparotomy was 
done three hours after admission, and a _ per- 
forated gangrenous appendix with abscess for- 
mation was found. An appendectomy and drain- 
age were perfomed. 

The patient did fairly well postoperatively. 
His temperature remained practically stable be- 
tween 98 and 100.5° F. On the ninth post- 
operative day he had a chill followed by a 
temperature of 102° F. On the eleventh post- 
operative day he complained of sudden weak- 
ness, and melena developed. The hemoglobin 
dropped from 13.1 gm. per 100 cc. postoperative- 
ly to 8.5 gm.; the white-cell count two days 
after operation was 15,200, rising to 36,000 a 
week later, and the hematocrit fell from 48.5 
to 30 per cent. He was given three tranfusions 
on the eleventh postoperative day and seven the 
next day. He continued to have loose, black 
stools estimated to amount to 2100 cc. On the 
thirteenth postoperative day he slipped into 
borderline collapse and vomited a small amount 
of blood. The blood pressure had a tendency 
to fall, and the pulse to rise. After three more 
transfusions had been given, a sub-total gas- 
trectomy and an anterior Hofmeister antiperis- 
taltic anastomosis with double jejunostomy were 
performed on the thirteenth day after appendec- 
tomy. At operation a greatly dilated, blood-filled 
stomach was found. A preliminary gastrotomy 
was done to evacuate the clots, and shallow 
ulcerations were seen along the lesser curvature. 
In addition to the gastrectomy, two ulcers of 
the duodenum were excised. Pathologically, the 
gastric and duodenal lesions showed active 
peptic ulceration. Thirteen transfusions were 
given during and immediately after the opera- 
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tion. Postoperatively, the gastric tubes drained 
more blood clots, and he continued to have 
bloody stools totaling approximately 4000 cc. 
on the second postgastrectomy day. He con- 
tinued to receive transfusions. Peristalsis was 
scant. He complained of extreme abdominal 
pain on the fourth postgastrectomy day, which 
was relieved after the jejunostomy was un- 
clamped and about 500 cc. of red and chocolate 
fluid drained. Abdominal distention precipitated 
separation of the edges of the wound on the 
tenth postgastrectomy day, and about 500 cc. of 
purulent foul-smelling small-bowel contents was 
drained from the wound. The abdomen was 
quiet. 

The electrolyte losses sustained from jejunal 
catheter drainage were replaced by parenteral 
injections of fluids. The course was one of a 
gradual decline, but he remained conscious and 
alert and was never in severe pain. The per- 
sistent postoperative gastrointestinal blood loss 
through the tubes and the rectum was treated 
with 26 blood transfusions. The hemoglobin 
varied from 6.5 gm. to 13.5 gm. per 100 cc. 


during the postgastrectomy course. The pro- 
thrombin, clotting and clot retraction times were 
normal. The blood fibrinogen level was 0.34 gm. 
per 100 cc. A tourniquet test was negative. He 
died eleven days after the gastrectomy. 


ROBERT S. FLINN, M.D. 


This 53 year old man with a history of peptic 
ulcer five years previously entered the hospital 
because of abdominal pain and was operated 
upon three hours after admission. A perforated 
gangrenous appendix with abscess was found. On 
the 11th post-operative day, he developed gastro- 
intestinal bleeding manifest by weakness and 
melena. In spite of ten transfusions in two days 
he continued to show evidence of gastro-in- 
testinal bleeding with hematemesis, melena and 
collapse. Thirteen days following the first opera- 
tion, he was operated upon again and small 
ulcerations were seen along the lesser curvature 
of the stomach and two ulcers in the duodenum 
were seen. A gastrectomy was done. Thirteen 
transfusions were given during and immediately 
after the operation with a total of 26 trans- 
fusions. In spite of this he continued to have 
bloody stools, abdominal distension and eventu- 
ally separation of edges of the wound. 

Apparently the patient continued to bleed in 
spite of transfusions, however the prothrombin 
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time, clotting time and clot retraction were 
normal, as was also the blood fibrinogen level 
A tourniquet test was negative. The patient 
died eleven days after gastrectomy. 

It thus appears that the differential diagnosi 
is that of hematemesis and melena, and it migh: 
be well at the outset to list the causes of sucl: 
disorders. Bockus divides them into intra and 
extra gastric causes. Intra-gastric causes includ 
peptic ulcer, gastritis, duodenal erosion, cance: 
of the stomach, tuberculosis, benign tumors o! 
the stomach, post-operative hemorrhage, ruptur: 
of a sclerotic vessel, gastric crisis of syphilis 
supra diaphragmatic stomach and trauma. 

Among the extra gastric causes should bh 
mentioned cirrhosis of the liver, portal and 
mesenteric thrombosis, diseases of the spleen 
(splenic anemia), Banti’s syndrome and othe: 
splenomegalies, disease of the esophagus, poly 
cythemia, purpura, hemophilia, pernicious ane- 
mia, Hodgkin’s disease, leukemia, jaundice and 
hemolytic icterus. Also disease of the gall blad- 
der, stomach and pancreas, lesions of the small 
intestines, cardiac and pulmonary disease and 
other systemic disorders such as toxic, infectious 
and nutritional conditions and finally he lists 
rupture of aneurysms and new growth. 

By far the most common cause of massive 
gastro-intestinal bleeding is peptic ulcer. It ac 
counts for 85% of the cases of massive bleeding. 
Ruptured esophogeal varicies and carcinoma of 
the stomach cause less than 10% of such bleed- 
ing. A hemorrhagic diathesis is a cause for 
gastric hemorrhage less than once in a hundred 
cases. One of the causes for hemorrhage little 
recognized is hiatus or diaphragmatic hernia. 
Bleeding may also be due to polyps. Carcinoma 
of the stomach of the usual type rather in 
frequently causes severe hemorrhage. Meckle’s 
diverticulum may cause massive hemorrhage 
from the intestinal tract. 

In view of the history and the course of the 
disease together with the normal prothrombin. 
clotting and clot retraction time, I believe thai 
we can rule out blood dyscrasias. In as much 
as this patient undoubtedly must have had larg: 
amounts of antibiotics for the treatment of his 
peritonitis one must consider a pseudo-mem 
branous entero-colitis as a cause for the gastric 
bleeding. However this more or less massiv~ 
gastro-intestinal bleeding does not have th: 
usual aspects of an entero-colitis. Indeed it 
appears to be that there can be little question 
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that the bleeding came from the stomach or 
duodenum. The question that arises is why 
an individual whose stomach was resected and 
whose duodenal ulcer excised should continue 
to bleed. 

It is possible of course, that the bleeding 
comes from the gastric remnant from an ulcer 
which may have not been detected at the time 
of the operation or again may have come from 
the so-called hypertrophic erosive gastritis. 
Bockus, in his excellent text book, describes this 
condition very well. It is possible that a patient 
may continue to bleed following gastrectomies. 
In fact Bockus subjected a patient of his to 
gastectomy because of inability to control the 
gastric hemorrhage and found eight large ero- 
sions or superficial ulcers scattered throughout 
the resected stomach. The patient continued 
to bleed after operation, the bleeding probably 
coming from several similar lesions in the 
duodenum or the remaining portion of the 
stomach. The patient died. Further examination 
failed to reveal any suggestion of blood dyscrasia 
or liver-spleen disease. Bockus continues “in the 
absence of ulcer symptoms it is possible that 
many patients who have had repeated bouts of 
hematemesis or melena bleeding from small 
erosions or ulcerations in the gastric stomach. 
A number of instances of massive bleeding are 
seen subsequent to gastroenterostomy and sub- 
total gastrectomy performed for peptic ulcer. 
Ofter a post-operative ulcer cannot be demon- 
strated and the gastric changes found by the 
endoscopic examination have been thought to 
account for the bleeding.” 

This brings up the relationship between gas- 
tritis, duodenitis and erosions. Studies performed 
upon about half the cases of massive hemorrhage 
within two or three weeks after the cessation of 
bleeding fail to elicit any objective findings 
which establish unequivicably the exact cause 
and site of the bleeding. The bleeding in many 
cases may be due to acute ulcerations or erosion; 
secondary to gastritis. Thus it appears there are 
many causes of bleeding from the gastro-in- 
testinal tract other than frank ulceration. How- 
ever it seems to me that this is a rather open 
and shut case of an individual with acute 
appendicitis who developed bleeding from his 
gastro-intestinal tract following the first opera- 
tion, was subjected to a gastrectomy but con- 
tinued to bleed from what I presume was an 
ulcer at the site of the gastric remnant or from 
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hypertrophic erosive ulcerations within the 


duodenum. 


DIFFERENTIAL DIAGNOSIS 


Dr. S. Peter Sarris: The simplest explanation 
of massive bleeding in a man with a long- 
standing peptic ulcer (who also had a perfora- 
tion of a gangrenous appendix, which is rather 
common) is that postoperatively the peptic 
ulcerations became reactivated. He may have 
been one of the unfortunate ones in whom 
serious complications set in after gastrectomy, 
particularly an emergency gastrectomy in a bled- 
out patient. All the symptoms and signs that 
he had we see from time to time as the result 
of complications of gastric surgery, as compli- 
cations of the peptic-ulcer diathesis or as com- 
plications of errors in technique during opera- 
tion. For instance, the duodenal stump may 
have blown out, with subsequent peritonitis 
that finally reached the wound level and pro- 
duced the foul-smelling abscess. The suture line 
may have leaked and resulted in peritonitis, or 
a loop of bowl may have been caught in- 
advertently in the wound closure. I assume 
that the double jejunostomy was done through 
a stab wound, as it usually is, and that the 
jejunum was not brought out through the 
wound, so that a loop of bowel may have been 
caught. The jejunostomy tube may have pro- 
duced an obstruction or volvulus, which is a 
complication that we occasionally see after a 
jejunostomy. He may have bled from an un- 
sutured vessel in the Hofmeister turn-in or in 
the anastomosis. Bleeding can also occur after 
a posterior gastroenterostomy from a so-called 
retrograde intussusception of the afferent loop 
with gangrene, although that is a rare com- 
plication. He may have continued to bleed from 
superficial ulcerations remaining in the gastric 
stump that were not seen at operation. A 
major vessel such as the superior mesenteric 
artery may inadvertently have been completely 
or partly sutured. Unfortunately, we see all 
those complications from time to time; they 
are risks of gastric surgery, particularly emer- 
gency gastric surgery. 

Why do I not say that this explained the en- 
tire picture? I have three reasons for probing 
further. In the first place I do not think that 
Dr. Castelman asked me to discuss this case to 
emphasize the pitfalls of gastric surgery or of 
bleeding peptic ulcer. Secondly, it is unusual for 
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a patient to have so many complications of 
gastric surgery. Thirdly, and most important, 
there was free air under both leaves of the 
diaphragm. I daresay that since there was free 
air under both leaves of the diaphragm with the 
evidence of peritonitis, the surgeons first made 
an incision in the upper abdomen and explored 
for a perforated duodenal ulcer because in a 
patient with a known peptic ulcer that would 
be by far the more likely diagnosis. I shall ask 
later to be told whether that was so because it 
will mean a great deal when I decide what the 
patient had. My impression is that free air under 
the diaphragm, certainly in any substantial 
amount, is rare with a perforated appendix. To 
be sure, we do not do an x-ray study in the sitting 
position on every patient who has a ruptured ap- 
pendix, but in the great number that I have seen, 
I have not seen free air under the diaphragm. I 
am not talking about the development of bilater- 
al subdiaphragmatic abscesses, which were par- 
ticularly common before antibiotics and with 
which there may be bubbles of air free under 
both leaves of the diaphragm, fluid levels and 
so forth. I am talking about the initial phase 
of the perforation. There are good reasons for 
that: an acutely inflamed appendix over 95 per 
cent of the time does not perforate at the junc- 
tion of the cecum, where there is a fair amount 
of air, but distally, where there is very little 
air. Moreover, and more important, the inflam- 
matory process around the appendix precedes 
the perforation, and usually fairly successfully 
walls off the perforation — at least sufficiently 
so that free air does not escape. 

Could this man have had simultaneously a 
perforated ulcer and a perforated appendix? 
If so, when the operator found the perforated 
appendix, which was a perfectly adequate ex- 
planation for the symptoms, he did not look 
around for more disease. I myself have never 
seen simultaneous perforation of the two, but 
I have seen them within a few days of each 
other. I shall be able to settle that if the infor- 
mation is available. At any rate I have to 
determine on the one hand what events, if not 
all, may have been due to the two known dis- 
eases, the gangrenous appendix and the peptic 
ulceration or to the complications of the diseases 
and operations or both; and on the other hand 
what may have been due to another underlying 
disease. 

May I see the x-ray films? 
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Dr. Joseph Hanelin: We have only films 
made before the first operation, which show a 
small amount of air under each leaf of the 
diaphragm slightly greater in amount on the 
right. I certainly agree that it is rare to see 
free air under the diaphragm, from a ruptured 
appendix. Air may enter the abdomen in strange 
ways. Recently, we saw free air under the 
diaphragm after irrigation of a ruptured bladder. 
One’s first impression in the case under dis- 
cussion is that of a perforated peptic ulcer. 
There is a large, dilated, fairly fixed loop of 
small bowel in the abdomen slightly to the 
right of the midline, which seems to maintain 
its position in the films taken both in the 
upright and in the supine position. This may 
be nothing more than localized paralytic ileus, 
but one wonders about fixation of a loop of 
bowel for some other reason. There is, in ad- 
dition, gas in the region of the ascending colon 
and cecum, suggesting that these structures are 
displaced somewhat. 


Dr. Sarris: Is there any evidence of gas in 
the intestinal wall itself? 

Dr. Hanelin: I cannot be sure of gas in the 
wall itself. The lungs look quite all right except 
for the atelectasis. 

Dr. Sarris: Could I ask whether the upper 
abdomen was explored at-the time of the ap- 
pendectomy? 

Dr. Austin L. Vickery: The preopertaive diag- 
nosis was perforated peptic ulcer, and _ the 
upper abdomen was thoroughly explored. 

Dr. Sarris: I shall go over the possible causes 
of postoperative bleeding. If this patient had 
peritonitis, he was probably on Levin-tube drain- 
age. We have occasionally seen massive hemor- 
rhage, particularly along the lesser curvature, 
from ulcerations caused by long-standing in- 
tubation of a patient. That would not explain 
the future course. Did he have cortisone 
therapy? Sometimes, a patient does not get 
along too well postoperatively and is given 
cortisone for a boost. Of course, cortisone can 
precipitate bleeding in a patient with an ulcer 
diathesis. A possibility that should be seriously 
entertained is a severe staphylococcal entero- 
colitis. As a rule that attacks the small and 
the large bowel, but there have been several 
cases in which the entire gastrointestinal tract 
from the esophagus down was involved. This 
man with a ruptured appendix probably had 
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antibiotic therapy. Did we have that after the 
appendectomy? 

Dr. Vickery: Yes; he was given Terramycin 
(chlortetracycline) intravenously for two days 
after operation and then Chloromycetin (chlora- 
mphenicol) by mouth was substituted. 

Dr. Sarris: For how many days? 

Dr. Vickery: He was on antibiotic therapy 
continuously. 

Dr. Sarris: Unfortunately, we are seeing with 
increasing frequency severe gastrointestinal 
manifestations, many of them fatal, as a com- 
plication of antibiotic therapy. The antibiotic 
therapy knocks out the usual intestinal flora 
and permits a resistant staphylococcus to grow. 
Diarrhea, shock and high fever are the usual 
manifestations, but massive gastrointestinal 
hemorrhage h:s been seen. Was a stool culture 
or blood culture done on this patient? 

Dr. Vickery: No. 

Dr. Sarris: I cannot make that diagnosis 
without help from the Department of Bac- 
teriology, but I have to consider it seriously. 

This patient may have had an underlying 
blood dyscrasia — that is, a leukemia — that 
was not noticed in the blood smear. To be 
sure, he had a perforated appendix and bleeding 
from a peptic ulcer, but the underlying disease 
may have been the leukemia, with massive gas- 
trointestinal bleeding and finally death. It may 
have been a peculiar disturbance in the blood- 
clotting mechanism. The prothrombin time and 
clotting time appear to have been normal, so 
that I cannot make that diagnosis. I am in 
no position to make a diagnosis of a rare bleed- 
ing tendency. I assume that all the transfusions 
were not of citrated blood. We know that a 
patient who is going to require many tranfusions 
certainly should not receive only tranfusions of 
citrated blood. 

I have seen a bleeding Meckel diverticulum 
that was confused with an acute appendicitis 
by a competent surgeon. The Meckel diverti- 
culum had perforated and produced a severe 
reaction around the appendix, with pus forma- 
tion. The appendix was removed, and later the 
perforated Meckel diverticulum was found. That 
would not explain the blood in the stomach of 
the patient under discussion. 

Peculiar multiple septic emboli from an under- 
lying septicemia may have to be considered, but 
again I cannot make that diagnosis without a 
blood culture. What about varices? I do not 
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believe that the surgeon could have resected 
the stomach without noticing the presence of 
portal hypertension. Nor could he have missed 
congenital multiple telangiectases. Midbrain 
lesions can produce peptic ulcerations, but there 
was no evidence of such lesions. 

The bleeding lesion may have been missed at 
operation. It may have been a bleeding duodenal 
ulcer that was turned in with the duodenal 
stump — two ulcerations were removed. A bleed- 
ing lesion such as a small carcinoma or lieo- 
myoma may have been left in the fundus of 
the stomach. I was stumped in this amphi- 
theater nine years ago by a case of a cirsoid 
aneurysm of the stomach, which produced mas- 
sive bleeding. Perhaps after nine years Dr. 
Castleman thought he had better give me a 
similar case. I am sorry, but I cannot make 
that diagnosis. 

One other disease that demands serious con- 
sideration — I was hoping to get help from 
the radiologist — is pneumatosis cystoides in- 
testinalis, a disease that I discussed here about 
a year ago. Free air under the diaphragm that 
is asymptomatic and peptic ulceration are two 
findings that are almost pathognomonic ac- 
cording to some experts. In this case under 
discussion there was free air under the dia- 
phragm and long-standing peptic ulceration, but 
there was also a ruptured appendix. Then, can 
I explain the free air under the diaphragm on 
the basis of a ruptured appendix alone? Air 
under the diaphragm with a perforated appendix 
is sufficiently infrequent to warrant the con- 
sideration of such a rare disease as pneumatosis 
cystoides intestinalis. This can explain the entire 
picture, for a perforated appendix may be a 
complication of it. Massive gastrointestinal 
bleeding, although very common in children 
with pneumatosis, is unusual in adults, but 
several patients have had exsanguinating gas- 
trointestinal bleeding. There is a sign, which I 
do not see here: the so-called floating sign; 
because of the air sacs around the small bowel, 
it floats up under the diaphragm. In this film, 
particularly in front of and above the liver, one 
should see large or small bowel if this were 
pneumatosis. The other sign that I looked for 
was the scalloping rings of air around the bowel. 
In the absence of positive evidence all I can do 
is mention that diagnosis. Also, this small amount 
of free air could have come from the ruptured 
appendix. 
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My first diagnosis will have to be on a 
statistical basis — that is, bleeding from an 
ulcerating lesion of the fundus of the stomach 
that was missed at the time of operation to- 
gether with a train of postoperative complica- 
tions. I should like to mention almost equally 
seriously pneumatosis cystoides intestinalis. 


CLINICAL DIAGNOSIS 
Perforated peptic ulcer. 


DR. S. PETER SARRIS’S DIAGNOSIS 


Bleeding peptic ulcer of stomach. 
? Pneumatosis cystoides intestinalis. 


ANATOMICAL DIAGNOSIS 
Acute peptic ulcerations in stomach remnant, 
with massive bleeding.. Ruptured stump of 
appendix, with generalized peritonitis. 
Operations, recent: appendectomy for acute 
perforated appendicitis; subtotal gastrectomy. 
Partial intestinal obstruction, transverse colon, 
by afferent loop of jejunum of gastrojejunostomy. 


PATHOLOGICAL DISCUSSION 


Dr. Vickery: When the abdomen was opened 
at autopsy there was a large amount of purulent, 
fecal-smelling exudate scattered over the serosal 
surfaces in addition to distinct pockets of pus. 
The gastrojejunostomy stoma was intact, and 
the jejunostomy stomas were likewise in good 
order. There was, in other words, no evidence 
of leak from the previous gastrectomy procedure 
— all the anastomoses and turns-in were intact. 
The stomach remnant was filled with clotted 
blood, and two large, superficial mucosal ulcera- 
tions were noted. One of these was located near 
the gastroesophageal junction and measured 3 
cm. in diameter. There were numerous bleeding 
points in this ulcer base. The other ulceration 
was situated along the margin of the distal 
closed end of the stomach, and this measured 
3.5 cm. in length. In addition the mucosa of 
the distal esophagus showed superficial ulcera- 
tions. These ulcerative lesions proved to be of 
the active, peptic type and undoubtedly were 
the source of the protracted gastrointestinal 
bleeding. No mucosal lesions or ulcerations were 
found in any portion of the small or large in- 
testine. The gastric ulcerations found at post- 
mortem examination appeared to be of fairly 
recent duration whereas those removed at 
operation showed more fibrosis in their bases. 

Now we have a cause for the bleeding. Do 
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we have an explanation for the clinical sequenc: 
of events on which Dr. Sarris has theorized 
Another finding of note in the abdomen was 
the blown-out stump of the appendix, whic! 
thus accounted for the generalized peritonitis 
wound dehiscence and general wound sepsis 
When did the rupture of the appendiceal stump 
take place? We cannot be certain of that. | 
seems that it took place a considerable tim: 
before death, probably antedating by at leas: 
several days the wound infection and dehiscence 
Still another complicating factor was a partial 
obstruction of the proximal transverse colon 
which was distended to 18 cm. in diameter. This 
was caused by extrinsic pressure of the afferent 
limb of the jejunum leading to the gastro- 
jejunostomy, which passed anteriorly over the 
transverse colon. Exactly what role this might 
have played in the sequence of events is de- 
batable. Whether it preceded, with its dilata- 
tion and pressure, the blowing out of the 
appendiceal stump is difficult to say. 

I think the important part about this case, 
which has been touched upon by Dr. Sarris, is 
that it reveals some of the complications of 
gastric surgery. This man had a predilection for 
developing peptic ulcers, and the ulcerations 
that formed postoperatively and caused the mas- 
sive bleeding are a known complication in such 
patients — a complication that is poorly under- 
stood. 

Dr. Allen G. Brailey: Was there any evidence 
of enteritis? 

Dr. Vickery: No; there was not. Nor did he 
have any other complications. He had more 
than his share . 

Dr. Edward B. Benedict: Do you think that 
he had perforated the ulcer in the beginning? 

Dr. Vickery: No; there was no evidence of 
perforation of any of the peptic ulcers. 

Dr. Benedict: From where did the air under 
the diaphragm come? 

Dr. Vickery: I assume from the appendix. 


WHITLA’S DICTIONARY OF MEDICAL TREATMENT 
R. S. Allison, M.D., and T. H. Crozier, M.D. 854 pages. (1957) 
Williams & Wilkins. $10.50, 

Laying no claim to comprehensiveness, en:- 
phasis is put on the management of relatively 
common medical problems rather than upon 
rare conditions. The merely speculative has 
been rejected but special attention is given to 


well-tried and to promising new methods. 
Stacey’s Medical Books, San Francisco 
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SCHERING RELEASES 
ARTHRITIS FILM 


A new 16 mm. color motion picture on the 
uses of steroids in the treatment of rheumatiod 
arthritis has been released for showing to pro- 
fessional groups by the research division of 
Schering Corporation. 


The film reviews the chemistry, physiology 
and clinical application of the new “Meti” ster- 
cid hormones in rheumatoid arthritis and other 
collagen diseases. It presents the most common- 
ly accepted theories of adrenal corticosteroid 
therapy and reflects the current knowledge of 
the subject. 


The 25 minute film, which is the fourth in 
Schering’s series on hormone therapy and the 
endocrines, was produced by the company’s 
Clinical Research Division and Biochemical 
Research Department. Three leading rheuma- 
tologists and endocrinologists cooperated: Dr. 
Joseph Eidelsberg, Associate Professor of Clin- 
ical Medicine at New York University’s Post 
Graduate Medical School and Chief of the En- 


docrine Clinic at University Hospital, New York, 
Dr. Abraham Kolodin, Senior Attending in Medi- 
cine at Mountainside Hospital, Montclair, N. J. 
and Dr. Evelyn Merrick, Rheumatologist at the 
Orange Medical Center, Orange, N. J. 


The film is available to medical and allied 
professional groups on loan without charge. 
““Meti’ Steroids in Rheumatoid Arthritis” and 
other Schering films may be obtained by writ- 
ing to The Audio-Visual Department, Schering 
Corporation, Bloomfield, N. J. 
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NUTRITION CENTER 


Arizona‘’s Most Complete Service Institution 
Devoted To Nutrition — Established 1938 
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“Wtomanua AUXILIARY 


MENTAL HEALTH 


M ENTAL Hygiene, measured in sociological] 
time, is a very recent movement. Its object has 
been clear from the start, but the means of 
achieving this objective has been greatly in- 
fluenced by experience, and by the need of en- 
listing the attention of the lay public. The inci- 
dence of mental illness in the general population 
presents a national problem of great urgency; in 
fact, it has become America’s No. 1 health 
problem. 

There are more people in hospitals with men- 
tal illness than with heart disease, tuberculosis, 
cancer, polio and other physical diseases put 
together. We are going all out to save the vic- 
tims of these diseases, but we are doing so little 
for the people who need us so much — the men- 
tally ill. The outlook for mental illness however 


is today far more hopeful than for any other 
serious chronic disease. 

The National Association for Mental Health 
has done much to promote good mental health, 
help the mentally ill, and to cut down the tre- 


mendous toll of mental illness. Modern methods 
of treatment are making it increasingly possible 
to restore mental patients to their homes and 
jobs. 

One of the characteristics of a person with 
good mental health is being able to meet the 
demands of life. On a recent visit to our. own 
Arizona State Hospital, I was made aware of 
some of the ways in which we as individual 
auxiliary members can meet these demands. Here 
there is no limit to the needs of the _ patients, 
who are after all members of our families, our 
neighbors, and our friends. One of the greatest 
needs of these patients is to know that they are 
loved by some one, and to be accepted. 

Here is a way in which we can help! Either 
individually, or in groups, we can request the 
names of the patients who have no family, or 
"loved ones, and we can do so much towards that 
patient’s recovery by remembering his or her 
birthday. Perhaps a small gift, or just a card, 
will show them that we are truly interested in 
their problems. This is just one small way in 


which we can acquaint ourselves with the neec's 
of the mentally ill, and as a result spread interest 
in the field of mental health. The attitude of the 
individual citizen is an important factor in deter- 
mining whether or not a mentally ill person can 
be rehabilitated. We must do all we can to 
make these patients feel whole heartedly ac- 
cepted. 


Since our first State and County Mental Health 
Chairmen were appointed in September 1953, 
there has been increasing interest in mental 
health activity. More auxiliary members are 
seeing the need of directing their activities to- 
wards this worthy cause and much is being ac- 
complished. 


The auxiliary members of the Gila County 
Medical Society donated sixty dollars to the 
Colony at Coolidge, Arizona. It was approved 
by general membership that profits from the 
Maricopa Auxiliary’s project, the Rummage Sale, 
should go to the benefit of the Child Guidance 
Clinic. This amounted to fifteen hundred dol- 
lars. A benefit play was given by this Auxiliary, 
and proceeds were given to the local Mental 
Health Association. 


Realizing that the school is an important en- 
vironment to the older student as well as the 
child, the members of Gila County, in coopera- 
tion with the Committee on Mental Health, are 
purchasing and distributing the material “Mile- 
stones to Marriage” to all High School seniors in 
the County. This represents a lot of work for 
this small group, but I am sure much good 
will come from their effort. They also have 
put on a series of radio programs, sponsored by 
the American Medical Association, for a periv 
of thirteen weeks. 


Pima County had a meeting on Mental Health, 
and a talk was given, “Know Your Child.” Fiv 
members donated thirty-five hours of work 
a Mental Health Survey. 


Yavapai reports members joined with the loc: 
Mental Health group in a survey for the Ment: 
Health Association. They also worked with 
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schools and clubs in creating an interest in 
Mental Health. 

Maricopa reports a film shown at a regular 
meeting, followed by a talk from a psychiatrist 
from the Child Guidance Clinic. The material, 
“Milestones to Marriage,” was also made avail- 
able to the Y-teen program director and is be- 
ing used by that group. The members of this 
group worked closely with the Mental Health 
\ssociation in promoting and publicizing their 
ectures and discussion panels. A progress re- 
port on the new Commitment Bill was given to 
the members of the Maricopa Auxiliary. 

Despite the fact that we still have much to 
learn about mental illness, there is much we 
can do to give new hope and comfort to the 
mentally ill. Mental Health is something all 
of us want for ourselves, and one of the best 
means of acquiring it is to feel a sense of re- 
sponsibility to our neighbors and friends, and to 
consider the interests of others. 

“He profits most who serves best.” 

Mrs. Ruland W. Hussong 
Mental Health Chairman of the 
Auxiliary to the Arizona 
Medical Association 
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THE DOCTOR AS A WITNESS by John Evarts Tracy. 221 
pages. (1957) Saunders. $5.50. 


A clear and comprehensive guide points out 
the rights, duties, privileges, and compensation 
of physicians who must appear as witnesses in 
legal proceedings. The author describes the 
legal proceedings in which a physician may be 
called to testify, how they are conducted, and 
what is expected from a medical witness. 
Whether he is a witness in a malpractice suit, 
testifies on sanity, or is involved in compensa- 
tion cases, the author explains exactly the phy- 
sician’s rights, his duties, what sort of questions 
he is obliged to answer and which he may re- 
fuse to answer, what assistance to expect from 


his lawyer, and what compensation to expect. 
Stacey’s Medical Books, San Francisco 
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